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possible. A CAP working group meets at the EFPT annual 
forum to discuss issues of rele vance to CAP trainees, to facili-
tate the exchange of ideas and ex periences. The group also 
produces training recommendations. Existing recommenda-
tions are that a minimum of 5 years of postgraduate training 
is required, 4 of which should be pure CAP experience. The 
group recommends that CAP trainees should gain experience 
both within a broad range of age groups and across varying 
settings of care. It also recommends that for the remaining 
training period, trainees should have the opportunity to gain 
basic clinical experience in related specialties, including adult 
psychiatry and paediatrics.
The CAP working group at the EFPT forum 2009 recog-
nised the variation in training, and that we were in a good 
position as a representative body to collate this information. 
In many member countries, trainees experience difficulty 
accessing training. To learn more about this, we surveyed 
trainees to gain insights into current training (2009–10), 
recording training information for countries across our 
member ship. In 2010–11 this international survey was 
expanded significantly to cover all aspects of training in 
detail. To date, our surveys have demonstrated a number of 
disparities in a number of areas, including perceived training 
quality and structure, access to supervision, psychotherapy 
and research.
The aims of recording and sharing information on training 
are to improve international understanding of training in 
CAP, and to alert trainees and trainers to areas where further 
work is required to improve training. We are highlighting the 
results of these surveys by exchanging information with other 
psychiatry organisations such as the UEMS (European Union 
of Medical Specialties), ESCAP (European Society of Child 
and Adolescent Psychiatry) and EPA (European Psychiatric 
Association). The EFPT has long-standing links with these 
organisations, and we welcome increasing trainee involve-
ment in their structures.
The EFPT CAP working group intends to expand these 
initiatives, by annually recording information on training 
throughout Europe. Development of our training database 
is crucial to this. Thus we hope to add depth to current 
under standing of training in subsequent years through the 
goodwill of participating CAP trainees in Europe.
Meinou Simmons1 and Elizabeth Barrett2
1Cambridge, UK, EFPT CAP Secretary 2010–11, 
email meinou.simmons@gmail.com; 
2Dublin, Ireland, EFPT CAP Secretary 2009–10
A new child and adolescent 
mental health service in low-
income countries
Sir: Mental disorders of children and adolescents represent a key area of concern from demo-
graphic and epidemiological perspectives and in relation 
to the burden of disease (World Health Organization, 
2003). About 35–45% of the population in low-income 
countries are under the age of 18 years; among them 20% 
are suffering from a diagnosable mental illness (World 
Health Organization, 2000). We need to find a way to 
bridge the gap between need and service provision in 
these communities.
In low-income countries, children and adolescents are 
subject to a large diversity of conditions – poverty, mal-
nutrition, infectious diseases and illiteracy – which affect 
their physical and psychological well-being. Conversely, 
some factors tend to make people more resilient, such 
as a supportive traditional society, a high degree of co-
hesiveness within the family, a stable and supportive 
environment, affirm ative learning and teaching experiences, 
and parental authority. Low-income countries have a small 
number of psychiatrists and few child and adolescent psy-
chiatrists. To deal with this situation, we need to adopt 
a less  resource-driven model, one that involves ‘specialist 
workers’ more (parents, teachers, child health staff, general 
practitioners, social workers, counsellors, volun teers). The 
allied pro fessionals and the ‘potential workforce’ have to be 
trained. Active collabora tion between health, social and edu-
cational agencies and the active involvement of the private 
sector are required.  
A standard model for delivering a child and adoles-
cent mental health service (CAMHS) will consist of primary 
(primary health centres and community teams), secondary 
(general hospitals and clinics) and tertiary levels (specialist 
hospitals and clinics). At the primary level it will be  delivered 
to out-patients and the community through general 
 physicians, primary health workers, health counsellors, 
teachers, trained child mental health workers and trained 
parents. At the secondary level the care will be delivered to 
in-patients, the clients of specialist clinics, out-patients and 
community members through non-specialist and specialist 
services, such as trained general practitioners, paediatricians, 
neurolo gists, general psychiatrists, psychologists/behavioural 
scientists, social workers and so on, via clinic and outreach 
platforms. At the tertiary level the service will be delivered to 
in- patient, out-patient and specialist clinics through child and 
adoles cent psychiatrists and clinical psychologists, child and 
adolescent psychiatric social workers, and psychiatric nurses 
specialising in child and adolescent psychiatry.
For proper implementation we need short- and medium-
term training courses for postgraduate doctors, trainers and 
the ‘potential workforce’. Also, we need outreach facilities 
at primary health centres, as well as outreach clinics and 
specialist clinics at secondary and tertiary levels. Integration 
with the existing health service will be done by training the 
current workforce and by providing support from trained 
specialists. Outreach clinics will support local primary 
care physicians, but also the primary care physicians will 
refer patients to the secondary and tertiary centres. Multi-
disciplinary teams will be formed at secondary and tertiary 
levels that will perform specific duties and will coordinate 
with other members of the health service. 
Mohammad S. I. Mullick1 and Noor Ahmed  Giasuddin2 
1Professor of Child and Adolescent Psychiatry, and Chairman, Depart-
ment of Psychiatry, Bangabandhu Sheikh Mujib Medical University, 
Dhaka, Bangladesh, email msimullick@gmail.com; 2Assistant Professor, 
Department of Psychiatry, Faridpur Medical College, Faridpur, Bangladesh
World Health Organization (2000) The World Health Report 2000: 
Health Systems: Improving Performance. WHO.
World Health Organization (2003) Caring for Children and Adolescents 
with Mental Disorders: Setting WHO Directions. WHO. 
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Guest editorial
Governance, choice and the global market 
for mental health
Philip Sugarman1 and Andrew Kakabadse2
1Chief Executive and Medical Director, St Andrew’s Healthcare, Northampton, UK, email psugarman@standrew.co.uk 
2Professor of International Management Development, Cranfield University School of Management, Bedford, UK
The provision of health services to vulnerable members of the population should be regarded as one of the 
prime duties of government. However, it will be apparent 
to any reader of International Psychiatry that access to 
effec tive mental healthcare varies widely across the world, 
an impression powerfully reinforced for those who have 
the chance to visit and work in countries facing different 
developmental challenges. On World Mental Health Day 
2010, the Secretary-General of the United Nations called 
for this shortfall to be remedied (United Nations, 2010). 
With the globalisation of knowledge and culture affecting 
every facet of life across national boundaries, it is worth 
reviewing how such changes could influence the develop-
ment of mental healthcare across the planet. 
There is some agreement that the improvement of mental 
health services depends on resourcing, service infrastruc-
ture and government policy (Thornicroft, 2002; Jenkins, 
2003). The current focus is on scaling up global resourcing 
in mental health (World Health Organization, 2010). Of 
course, different infrastructures may be appropriate for dif-
ferent challenges, including levels of resourcing. The country 
profiles in International Psychiatry set out overviews of facili-
ties, services and professionals, and give creative examples 
of how targeted intervention has brought benefit. For some 
years advice has been available to governments on policy 
models for rolling out community mental health services (e.g. 
World Health Organization, 2010).
The value of inter-country cooperation and teaching 
(including the less formal transmission of knowledge) is 
undoubted, especially when they foster an accurate under-
standing of cultural diversity and local conditions. The World 
Psychiatric Association and the World Health Organization 
are key in the sharing of expertise, including the evidence 
base for treatments and infrastructure models. However, 
the success of such initiatives depends crucially on both 
 resourcing and government planning (Lancet, 2010).
In some well-resourced high-income countries, a diverse 
market of providers has developed, often unplanned, but 
meeting a great deal of need, and enabling comparisons 
of efficiency and of outcome for service users. This is one 
way in which the concept of choice in mental health is 
gaining ground (Sugarman et al, 2010). Taking the UK as 
an example, annual expenditure on mental health, across 
state-funded health and social care services, currently runs 
at around £21 billion (Centre for Mental Health, 2010), 
covering an infrastructure of hospitals, care homes and ex-
tensive community mental health services. While most of this 
is provided directly by the state-run National Health Service 
and local authorities, in recent years the commercial sector 
has made an increasing investment in care homes and hos-
pitals, now funded by the public purse at around £8 billion 
annually (Laing & Buisson, 2010). 
There is great value in this diversity of players in mental 
health, not least because it has started to highlight what is 
needed, what works, the relative strengths and weaknesses 
of provider models, and the role of government in com-
missioning services in an open market. In the UK there are 
at present interesting tensions between public and private 
providers (Pollock et al, 2010). The voluntary (‘third’) sector 
in the UK is also an important mental health service provider, 
especially strong in innovative forms of community support, 
and at its most effective when it brings together commercial-
style efficiency with public healthcare values. In addition, 
provider charities often campaign for improved resourcing 
and awareness of mental health, and are closely linked with 
the wider mental health knowledge sector, which includes 
universities, professional bodies and think-tanks. 
In an age when knowledge can be shared so easily, and 
when successful industries roll out models of healthcare 
across the world, from pharmaceutical companies to hospital 
corporations, there is an emerging alternative to govern-
ments in lower-income countries importing information and 
advice, setting policy and also running service programmes 
directly. They have the option of a conscious policy decision 
to exercise choice in selecting providers and their models of 
care, and to concentrate on an effective model of service 
commissioning. The coalition government in the UK is now 
extending this market-based approach with a policy of 
‘any willing provider’, which emphasises commissioner and 
patient choice (Department of Health, 2010).
At present there is very little systematic information avail-
able on the market diversity of mental health providers in 
countries across the world. In addition to public services, 
there are of course private hospitals (taking wealthier 
patients), charitable institutions (filling some gaps in pro-
vision) and scattered examples of public purchasing of 
mental health services from independent providers. Com-
munity support is generally publicly run, but families still 
take a predominant role in most societies, especially in those 
with less well developed services. Of course, cultural factors 
greatly affect models of service governance, including the 
balance between older, leaner forms of management led 
by medical and nursing staff, and more modern, general-
management-led styles. There is also great variation in the 
subculture of psychiatry and mental health work by country, 
including divergent patterns and quality of care and adminis-
tration, visible between, for example, Europe East and West, 
the Far East and North America (Gijswijt-Hofstra et al, 2005). 
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Some of this service diversity is no doubt also seen within 
countries, offering some basis for choice.
Developments in the UK suggest that a market based on 
provider diversity could offer an alternative to total state pro-
vision, allowing governments to focus on their aspirations for 
the population and on the assurance of outcomes for service 
users. This may be most effective and efficient for middle-
income countries with adequate but not abundant resources. 
Calling on a spread of mental health service providers is likely 
to be equally attractive to those fast developing countries 
that intend to build infrastructure quickly. Rather than invest-
ing directly, the creation of a market attracting new pro viders 
with international experience may be a partial answer to 
the common plea to scale up investment in services. Such 
providers could vary from commercial corporations to chari-
ties, cooperatives and state-sponsored foundations, as well 
as ex patriate mental health professionals training abroad. 
Government policy to move away from the default of state 
provision towards state commissioning, with an inclusive 
approach to providers, both for-profit and not-for-profit 
enterprises, could bring a mix of investment in infrastructure 
as well as a long-term focus on service development and 
outcomes.
Effective service commissioning requires a coherent 
policy approach to healthcare quality governance. Amid 
an abundant recent literature on healthcare governance, 
there is little on the specific topic of mental healthcare 
govern ance. It is, however, possible to develop contemporary 
concepts in mental health – such as rights, risk, rehabilitation 
and recovery (e.g. Sugarman & Kakabadse, 2008) – into a 
govern ance model which turns on reporting to purchas-
ing commissioners adverse events, organisational learning, 
therapeutic activity and patient outcomes, as required by the 
current framework in England and Wales. Other key elements 
of the market are an intelligence- and inspection-based 
industry regulator, and transparent public sector accounting, 
so that the true cost to government of state-run services is 
available for comparison. 
The advent of competition in global healthcare raises 
fears for vulnerable groups, but it also offers a healthy chal-
lenge to monopoly state provision of services, which risks 
inefficiency and ineffectiveness in delivering outcomes. Such 
competition requires a planned regulatory and commission-
ing environment, which has the interests of the patient at 
heart. Governments which concentrate on the creation of 
a socially managed market, and on effective mental health-
care governance, may be able to realise major benefits for 
the most vulnerable groups in the population. By planning 
now to harness the power of globalisation of markets and 
information, the vision of improved care through choice for 
patients could become a reality.
Declaration of interest
Philip Sugarman is Chief Executive Officer of St Andrew’s Healthcare, 
the largest provider of charity sector services to the UK National Health 
Service, and a trustee of the Royal College of Psychiatrists.
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special paper
The English market model is not fit  
for export
Morris Bernadt FRCPsych
Consultant Psychiatrist, South London and Maudsley NHS Foundation Trust, London, UK, email mbernadt@hotmail.com
Commissioning of health services has become an in-tensely political issue in the UK and there is no reason 
to believe that the conflicts that have arisen domestically 
would not be mirrored overseas. A key ideological issue in 
the UK concerns the relative merits of public and private 
provision of services. In their guest editorial in this issue, 
‘Governance, choice and the global market for mental 
health’, Sugarman & Kakabadse take a particular ideologi-
cal stance: they write on the one hand of commercial-style 
efficiency and on the other of monopoly state provision 
risking in efficiency and ineffectiveness. This perspective is 
addressed here.
Inefficiency
Commissioning itself has the underlying assumption that 
there is a market in which there are buyers and sellers. It was 
introduced into the National Health Service (NHS) between 
1999 and 2003. Before that, the state provided and paid for 
health services. How well has commissioning performed? 
The report of the House of Commons Health Committee 
(2010) on commissioning stated that whatever the benefits 
of the purchaser/provider split, there had been an increase in 
transaction costs, notably management and administration 
costs. Research commissioned by the Department of Health, 
but not published by it, estimated these costs to be 14% 
of total NHS spending. That is, 14% of total expenditure is 
spent on the process of buying services! The Committee was 
suspicious that the Department of Health did not want the 
full story to be revealed and was appalled that four of the 
most senior civil servants in the Department were unable to 
give accurate figures for staffing levels and costs dedicated 
to commissioning and billing in primary care trusts (PCTs) and 
provider NHS trusts.
Other problems identified by the Committee were:
m the PCTs’ belief that they were working effectively, 
whereas in many cases they were not
m the expensive and inefficient use of outside management 
consultants by PCTs to fill skills gaps in commissioning
m tensions between purchasers and providers.
The Committee concluded that, if reliable figures for the 
costs of commissioning prove that it is uneconomic, after 20 
years of costly failure, the purchaser/provider split may need 
to be abolished. 
In Scotland the purchaser/provider split was ended in 
2003, in response to pressures from doctors and the public. 
Direct administration of the NHS in Scotland was restored 
and the market option was closed off. In 2007 the  purchaser/
provider split was dropped in Wales, where in 2009 just seven 
integrated local health boards were estab lished to plan and 
operate the NHS. These boards have a strong emphasis on 
linking health and social care. This contrasts with more than 
200 general practice consortia that would arise from the 
Health and Social Care Bill presented to Parliament in 2011.
Fragmentation
Sugarman & Kakabadse write of the great value of having a 
diversity of providers in mental healthcare. The Health and 
Social Care Bill has provoked controversy by its promotion 
of competition arising from ‘any willing provider’ of services. 
Are there drawbacks to diversity? Integrated care refers to 
collaborative working between primary and secondary care, 
between health and social care, and other forms of care, and 
is a cornerstone of good practice (Ham et al, 2011). In both 
the UK and the USA, a diversity of providers predisposes to a 
fragmentation of services (Roland & Rosen, 2011). Organisa-
tions with different governance arrangements face difficulties 
in coordinating services between them, such that patients do 
not move easily between primary care and second ary care, or 
between hospital and the community. 
European competition law applied to general practice 
commissioning in England (Dunbar-Rees & McGough, 2011) 
would, if the Health and Social Care Bill as originally pre-
sented to Parliament became law, make it illegal for general 
practitioners to talk to their secondary care colleagues about 
commissioning of secondary care services. This is because 
such collaboration would compromise the fair and trans-
parent process of tendering of the service to ‘any willing 
provider’. The Royal College of Psychiatrists (2011) in con-
sider ing those mental health services that have been subject 
to commissioning by ‘any willing provider’ reports:
m serious problems of service fragmentation
m decisions made on the basis of cost, not quality
m disruption to continuity of care
m loss of integration of care pathways.
The College ‘believes it would be a disaster if this ex-
perience was repeated across mental health services’. In 
the English context of ‘any willing provider’, the Academy 
of Medical Royal Colleges (2011) has expressed ‘serious 
concerns about possible risks to coherent, equitable health-
care brought about through the proposed market approach’. 
The Academy states that organisational viability is generally 
contingent on the interdependencies between services and 
that removal of a service from a hospital or the community is 
liable to weaken cross-specialty care.
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The profit motive
Problems of profit, fraud and morale afflict the commercial 
sector, which constitutes part of the diversity of providers 
mentioned by Sugarman & Kakabadse. Making a profit is the 
sine qua non of commercial companies. Every care pathway 
is governed by the need to make a profit. What lowers profit 
margins are highly trained, well-paid staff in recommended 
numbers. For example, it is often the case that the workforce 
in the UK private home care sector is abysmally paid, is 
poorly qualified and has a high turnover (Social and Health 
Care Workforce Group, 2002; Pollock, 2004, p. 183). Cost 
reductions achieved by outsourcing, and the profits made by 
outsourcing com panies, are largely made by paying workers 
less. To maximise profit, private treatment centres tend to 
cherry-pick patients with uncomplicated, easy-to-treat condi-
tions, who are obviously more lucrative on a fixed tariff than 
those with comorbidity (Woolhandler & Himmelstein, 2004). 
The global healthcare industry includes notorious cases 
of fraud; in fact, such fraud is endemic in the US system 
(Pollock, 2004, p. 13). According to the Health Policy Network 
(1996), the FBI estimated that in the years 1990–95 health-
care fraud in the USA totalled no less than $418 billion. 
Examples of such fraud include overcharging the government, 
‘upcoding’, not rendering a service to insured individuals and 
not reimbursing them. Huge fines have been levied by the US 
Department of Justice. In the UK, the medical director of one 
private health insurer and provider, BUPA, acknowledged that, 
in a healthcare market, ‘conflicts of interest are everywhere’ 
(Leys & Player, 2011, p. 137).
The assumption that staff in private healthcare might be 
motivated by the ‘bonus culture’ (i.e. that better performance 
results from financial incentives) is false (Fleming, 2011). 
There seems to be an intrinsic difference between doing 
what one believes to be right and performance based on 
reward, and this applies with particular emphasis to health-
care. In fact, rewarding people for doing something tends to 
reduce intrinsic motivation, to stop individuals taking respon-
sibility and in the long run to lead to inferior work (Fleming, 
2011). Sharp practice arising from commercial competition 
has an adverse effect on relationships between individuals 
in the same organisation and generates tensions between 
organisations. This contrasts with a system based on trust and 
common purpose (Woolhandler &  Himmelstein, 2004). 
Education and training
In keeping with a market philosophy, the Department of 
Health’s 2010 White Paper Liberating the NHS: Developing 
the Healthcare Workforce plans to give employers greater 
responsibility for planning and developing the healthcare 
workforce. It states that:
individual employers are best able to plan and develop 
their own workforce. Healthcare employers and their staff 
will agree plans and funding for workforce development 
and training; their decisions will determine education com-
mission ing plans. 
Providers of healthcare will pay to meet the costs of educa-
tion and training and there is to be a level playing field 
between providers.
The White Paper itself points to the problems of:
m providers making short-term decisions in response to 
short-term pressures
m the length of time it can take to correct an under supply of 
key healthcare professionals, due to the length of training
m providers having to buy in the educational skills they need
m individual providers not being able to offer the appropri-
ate range of training opportunities and breadth of training 
required for a complex workforce
m the training needs of particular professional groups 
needing to be considered across a large area (for example, 
a diversity of providers impact on the core and specialty 
training of psychiatrists). 
One might add great concern about the stability of training 
programmes in an inherently unstable business environment, 
in which the commissioners might tender a service to ‘any 
willing provider’.
Conclusion
The marketisation and privatisation of health services being 
rolled out in England, which have reached their apotheosis 
in the Health and Social Care Bill, represent the wrong model 
for the development of psychiatric services. Middle-income 
and fast-developing countries should contrast this model 
with the integration of services and absence of the profit 
motive that would arise from a national, state-run service.
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Worldviews, spirituality, existentialism, and even religion, atheism and the transcendental, are making 
a comeback in the language of both the users and the 
providers of mental health services. The liveliness of cor-
respondence in recent issues of the College’s journals and 
their polarised opinions, the growth of national and inter-
national interest groups and the thoughtful papers in this 
issue of International Psychiatry suggest more widespread 
interest in these topics than was apparent two decades ago 
(Bhugra, 1996; Cox, 1994). The then anticipated rampant 
secularism, the predicted death of God and the growth 
of ‘religionless Christianity’ have not happened. Instead, 
multi faith issues, new mainstream churches in Asia and 
Africa, the wider understanding of Islam and the search 
for new ‘meaning-making rituals’ in secular countries have 
each prompted a renewed interest in transcultural psy-
chiatry, in comparative religion and in psychospirituality 
(Verhagen et al, 2010; Cox & Verhagen, 2011). 
There is these days therefore a ‘coming out’ of the spirit-
ual dimension of mental health service provision in multifaith 
communities. Although the ‘religiosity gap’ between service 
users and providers remains a challenging issue for doctors 
– particularly for those with no apparent worldview, or for 
those who unknowingly have incorporated their particular 
faith tradition into their work-related values, and have dif-
ficulty understanding the validity of other tra ditions. Yet 
psychiatrists and other health professionals are expected to 
be more public about their own stance on these matters – 
which hitherto were regarded as personal and private – and 
to declare any ‘conflict of interest’.
The taboo – don’t touch religion – which was a common 
currency in the 1970s is breaking down, and Freud‘s 
apparent antithesis to religion is being replaced by a greater 
understanding of cultural relativity and of the scientific 
evidence that religious beliefs can be good, as well as bad, 
for health (Koenig, 2008). Furthermore, it is now better 
known that several continental philosophers (Jaspers, Buber, 
Kirkegaard, Levinas) and Bill Fulford – as chief protagonist for 
values-based medicine (see Atwell & Fulford, 2007) – have 
crossed the boundary between religion and psychiatry, and 
contributed to the philosophy of religion and to a prac tical 
theology.
These new developments have led secular countries, which 
may have lost faith-based healthcare, to rethink their service 
provision values. They are challenged by the faiths of health 
professionals from religious countries (Dura Vila et al, 2011) 
and by their patients’ desire for a more explicit médicine de 
la personne.
In this issue, Alison Gray, a liaison psychiatrist and 
Anglican priest, suggests that ‘worldview’ is a more inclusive 
concept than religion or spirituality in clinical practice, as it 
encourages a legitimate exploration of a patient’s values and 
beliefs in a secular setting. She underlines also the necessary 
task of facili tating insight into the practitioner’s own world-
view, which, for the religious, may overlap with faith and 
spiritual practices.
With a different faith perspective, Walid Khalid Abdul-
Hamid correctly pinpoints a major gap in ICD-10, which, 
unlike DSM-IV, had no specific guidance on religion and 
psycho pathology. He urges the ICD-11 Advisory Group to 
incorporate the best from DSM-IV with regard to both the 
assess ment of religious delusions and the identification of 
patients referred with religious or spiritual problems but no 
mental disorder. 
Finally, Cristiane Schumann, André Stroppa and  Alexander 
Moreira-Almeida from Brazil cogently point out that faith-
based healthcare worldwide makes a huge, but often 
neglected, contribution to public health. They call for more 
active evaluation of this provision, which taps religious 
sources of compassion and altruism. 
These three papers should challenge readers of Inter-
national Psychiatry, the academic community and the policy 
planners at the World Health Organization and national 
governments. The challenge is to fill in these glaring con-
ceptual and practical gaps in research, education and clinical 
work – and to reconsider the religious and spiritual dimen-
sions of healthcare. In so doing, the well-being of patients 
and practitioners is likely to be enhanced, compliance 
with  evidence-based therapies increased, and faith-based 
 healthcare re-energised.
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Common human questions include ‘Why are we here?’ and ‘How should we live?’ The search for meaning, 
purpose and values is fundamental to most religions and 
philosophies. In the UK these views used to be derived from 
a shared Judaeo-Christian faith. People defined themselves 
as accepting or rebelling against the faith community. In 
postmodern times we no longer trust in meta-narrative 
and there is no consensus on how to deal with existential 
issues, nor on how to label and map the territory; some 
would deny that the territory even exists. 
Before the 1980s what research existed in this field was on 
health and religion. We know that, in the USA at least, religion 
has a positive impact on health outcomes (Koenig, 2008), 
but not everyone adheres to a formal religion. In the 1990s 
attention shifted to the broader concept of ‘spirituality’. This 
incorporates more people, including some atheists. However, 
spirituality is notoriously difficult to define or operationalise. 
Many would say that they have meaning, purpose and values, 
but deny the meaningfulness of ‘ spiritual’ (La Cour, 2010). 
Some have seen this lack of precise definition as a virtue, 
because it allows the term ‘spiritual’ to be used ‘as a way of 
naming absences and recognizing gaps in healthcare provision 
as well as a prophetic challenge to some of the ways in which 
we practise health care’ (Swinton & Pattison, 2010). However, 
such flexible use of ‘spiritual’ makes comparison of research 
findings difficult. In the highly secular  societies of northern 
Europe ‘spiritual’ has little meaning. Here  researchers usually 
use ‘existential meaning making’ (La Cour, 2010). I, for one, 
have a resistance to using this term, which carries such heavy 
philosophical baggage of nihilism and atheism. 
A more neutral concept is ‘worldview’. Everyone has a 
worldview. If you think you do not have a worldview then 
probably your view is the default one of your society, which 
in the UK’s case is a form of agnostic, capitalist, scientific 
materialism. 
Worldview: a definition
A worldview is a collection of attitudes, values, stories and 
expectations about the world around us, which inform 
our every thought and action. Worldview is expressed in 
ethics, religion, philosophy, scientific beliefs and so on (Sire, 
2004). A worldview is how a culture works out in individual 
practice. When you encounter a situation and think ‘That’s 
just wrong’, your worldview is active. We have a natural 
tendency to think that what we believe is normal: his views 
are backward and superstitious; your views are a result of 
how you were brought up; my views are rational, balanced 
and true. We are largely unaware of the wheels moving on 
our car until there is an abnormal noise; similarly, we become 
aware of worldviews and their corresponding values only 
when there is a clash or crisis (Fulford, 2011). Now that 
people of different faiths can travel easily around the globe 
and live in culturally mixed communities, there are increasing 
opportunities for such clashes. 
Worldviews are complex. People brought up in two dif-
ferent cultures can hold two competing sets of values and 
code-shift between the two, depending on context (Hong et 
al, 2000). 
It is much easier to recognise cultural influences at work 
when they are at a geographical or temporal distance 
( Joralemon, 2009). We can see the influence of culture 
on the diagnosis of drapetomania (a ‘condition’ found in 
the 1850s which led to running away in slaves) and of 
susto (‘soul loss’, currently found in some South American 
cultures). But do we readily recognise the culture-laden 
nature of sex addiction, road rage and burnout, or anorexia 
nervosa, premenstrual syndrome and self-harm? A similar 
process occurs in considering worldviews; more exotic world-
views are more easily recognised as having an impact on 
values and choices.
Worldviews can be usefully categorised by their view 
of ultimate reality (Fig. 1). Do you think there is anything 
beyond what we can directly experience? Is there a spiritual 
realm of some sort? If so, what is it like?
Worldviews are absorbed from the culture which sur-
rounds us, our earliest human interactions, the stories and 
nursery rhymes we are told, the teaching of our parents. 
Relevance of worldviews  
to medicine
We need to know the views and values held by those we are 
seeking to help, to make an accurate diagnosis, to recognise 
risk and protective factors, to improve diagnostic accuracy, 
to reveal sources of conflict and to bolster the therapeutic 
alliance. 
Exploring worldviews is not often relevant in, for example, 
orthopaedics, although some who believe in faith healing 
may even reject the setting of a broken leg. Worldviews are 
important in psychiatry, where issues of values and meaning 
are often raised. We can start the exploration by asking if 
the service user has ‘any faith or beliefs which are impor-
tant to you at this time’. If their worldview is one of the 
major  religions, that gives us a short-cut to comprehension 
(Josephson & Peteet, 2004), although we need to continue 
to ask questions about how these views are worked out in 
individual practice; I know an observant pious Sikh who is 
clean-shaven and has short hair because of his wife’s wishes.
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Worldviews and treatment 
conflicts
Conflicts over treatment may occur due to differing world-
views; most doctors know that Jehovah’s Witnesses will 
commonly refuse blood transfusions for religious reasons. 
Many Christians and Muslims would decline an abortion 
because their worldviews emphasise the sacredness of 
human life (Gray, 2010). Another example would be cochlear 
implants and the deaf community. Many deaf users of sign 
language see themselves not as disabled but as a linguistic 
minority, oppressed or ignored by the hearing majority. Politi-
cised deaf parents are less likely to allow their children to 
have cochlear implants (Gale, 2011); some even see cochlear 
implants as a form of genocide. 
Among the Ntomba peoples of the Congo there is a belief 
that the high energy level of their chief is essential to the 
well-being of the tribe (Bikopo, 2010). The chief agrees on 
accession that he will undergo euthanasia for the good of 
the tribe when his vitality wanes. Suppose the Ntomba chief 
were to collapse at an international meeting and end up in 
a Western hospital with a chronic illness; there could be a 
great treatment dilemma due to opposing worldviews.
Clinical implications
We routinely treat the abnormal beliefs of those diagnosed 
with schizophrenia because their beliefs are idiosyncratic, 
distressing and may lead to harm to self or others. Some 
New Age beliefs around channelling of spirits and alterna-
tive  realities can sound psychotic. When does folie à deux 
become the accepted worldview of a new religious com-
munity? 
How does respecting others’ worldviews work when this 
will lead to the euthanasia of a sick but treatable individual 
who happens to be the leader of an African tribe; or, to put 
it in tribal terms, the inevitable, generous, right and proper 
Fig. 1 Worldview map
What is really real?
This world is all there is There is more to reality than our senses tell us
Naturalism
Both spirit and natural world exist
The spiritual world is true reality; 
everything is one: 
pantheism
Materialism, 
atheism, 
scientific naturalism, 
scientific reductionism, 
existentialism
Hinduism, 
Zoroastranism, 
Judaism, 
Christianity, 
Islam, 
Sikhism, 
Baha’i, 
Rastafarianism
Many tribal religions, 
Native American beliefs, 
Shinto, 
Candomblé, 
Santeria
Many gods and spirits: 
polytheism
One god: 
theism or deism
Buddhism, 
traditional Chinese worship, 
some New Age beliefs
self-sacrifice of the good leader for the sake of the survival of 
his people?
Clearly, we do not accept worldviews which lead to the 
harm of third parties. Some small Christian groups trust in 
the power of prayer to the exclusion of the possibility of 
God working through Western medicine. Children have died 
because the parents refused treatment; in one US review 
around 90% of these cases could have been easily treated 
(Hughes, 2004). This has led to legal changes. In Oregon, 
for example, parents have been forced to get medical care 
for their children, but several states still allow a faith-based 
exemption. At what point do the beliefs of a parent overrule 
their child’s right to a ‘normal’ life? What about the deaf 
lesbian couple who specifically chose a deaf sperm donor so 
as to conceive a deaf child, in order that their child would 
grow to be a full member of the deaf community (Spriggs, 
2002)?
Values-based practice
Values-based practice (Woodbridge & Fulford, 2004) 
provides a framework for working with differing world-
views and differing values. In a situation with a conflict of 
worldviews, it is important to be aware of your own values, 
those of the other individuals involved, and the values of the 
state and healthcare provider. These values are learned about 
and explored with clear, open communication between 
all parties. The service user’s values are listened to first 
in the discussions, then the different perspectives held are 
balanced. Decisions are made, with weight given to both 
evidence-based practice and the values of those involved. 
This is a collaborative, multidisciplinary way of working with 
the service user at the heart of the team. 
A case example
A 36-year-old man with a diagnosis of schizophrenia was 
consistently non-compliant with medication, leading to 
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The World Health Organization’s International Advisory Group for the Revision of ICD-10 Mental and Behav-
ioural Disorders is currently working on the development 
of ICD-11 (World Health Organization, 2007). A more 
responsive ICD coding system should incorporate recent 
work which suggests that the religious and spiritual 
domain is important for a comprehensive, culturally sen-
sitive diag nosis and management plan (e.g. Sims, 1992, 
2004; Koenig et al, 2008). A ‘religious or spiritual problems’ 
category, similar to that in DSM-IV (American Psychiatric 
Association, 1994), should be included in ICD-11.
I was alerted to the importance of this domain when 
undertaking a project in 1988 to assess the mental health 
problems and psychiatric needs of homeless people in 
London, using the observer-rated Social Behaviour Schedule 
(SBS) to detect be havioural problems associated with chronic 
psychiatric disorder. For one hostel resident, the SBS recorded 
posturing, mannerisms, and talking and laughing to oneself. 
There had been no indication of any such problems during a 
psychiatric interview conducted earlier. What were perceived 
as ‘behavioural problems’ by the staff were the resi dent’s 
daily Muslim prayers carried out in the hostel corridor, as 
there was no space for prayer in his cubicle. 
This experience gave the author an insight into the im-
portance of understanding the nature of religious practices 
when undertaking psychiatric assessments. Personal spiritual 
practices, such as prayer or reading from holy books, as well 
as communal events such as worship and shared prayers, are 
found in most of the world faiths. ‘Spirituality’ (the quality of 
being spiritual) is a term used to refer to these practices, cor-
porate rituals and beliefs that give meaning and purpose to 
life, which may be independent of the institutional structures 
and prescribed beliefs of a particular world religion.
Psychiatry and religion
Although psychiatry and psychology are linguistically associ-
ated with spirit (psyche), their boundary with religion has 
been fraught with many complications and misunderstand-
ings (Albuquerque et al, 2003). Marks (2006) suggested 
that the subject of religion in psychiatry and medicine is 
conflict with the previous treating team. When we explored 
this with him we discovered that he valued being a good 
father above everything else. To him this meant being able to 
pick up the children from school. If he took his tablets then 
he was too sleepy to meet the children reliably. Understand-
ing his values led to a change in medication. He experienced 
voices more intrusively but he preferred to cope with his hal-
lucinations if it enabled him to act as a good father. 
Conclusions
Worldview is a useful concept to discuss the area where 
values, meaning and purpose, religion, spirituality and 
 existential issues overlap. All individuals have a worldview, 
but so too do institutions. A values-based approach helps 
pro fessionals to work with the worldviews and values of 
service users and to reach a consensus on the appropriate 
way forward.
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often avoided because of its association with the terrifying 
exis tential question ‘Is this life all there is?’ Sims (2004), 
commenting on the finding that some forms of mainstream 
religious practice were good for health, asked whether this 
was epidemiological medicine’s ‘best-kept secret’. Those who 
were religious were found by Dein (2006) to have a lower 
incidence of depression and recovered more quickly.
Much of the research in this area has been carried out 
in Western, high-income countries. Most of the studies 
reviewed by Koenig et al (2008), for instance, were carried 
out in Europe and North America. Two recent exceptions 
may be cited. Abdel-Khalek (2006) surveyed 2210 Kuwaiti 
undergraduate students using a self-rating scale that covered 
religiosity, happiness and mental health and found that those 
who were religious reported greater happiness. Vasegh & 
 Mohammadi (2007) in their cross-sectional study of 285 
medical students at Tehran University found that those re-
porting higher scores on scales assessing religious feeling 
were less likely to score highly on depression and anxiety, 
although this association was statistically significant only for 
anxiety. There is still, though, a pressing need to conduct 
research in other regions of the world and to review the 
existing world literature on this subject. 
Religion and psychopathology
The American Psychiatric Association’s 1994 classification 
(DSM-IV) included the category V62.89, ‘Religious or  spiritual 
problems’, in response to the perceived need to assist 
 clinicians working in multifaith communities and to encour-
age training in this field. This category of problem was not 
included in the World Health Organization’s 1992 ICD-10, 
although clinical experience in other regions of the world, 
as well as the published literature, suggest that religious and 
spiritual problems are universal, with a consequent need to 
distinguish, for example, a possession state from a psychotic 
illness. In many non-Western cultures the patient may ascribe 
mental disorder to religious beliefs or to spiritual or religious 
causes. In many traditional cultures there is a strong belief in 
the power of evil to inflict misfortune and illness, particularly 
mental illness. In the UK and the USA, about a third of the 
population report having at some stage of their lives mystical 
religious experiences of a type that could easily be misidenti-
fied by health professionals as mental disorders (Dein, 2004).
Psychiatric classification  
and religion
Any comprehensive diagnostic system should include criteria 
that ensure that the social, cultural and  spiritual contexts are 
fully considered. This diagnostic approach requires a com-
bina tion of descriptive and narrative considerations, as well 
as the need for recovery strategies and for an understanding 
of the nature of positive health (Cox, 1994).
The present dominant biochemical–behaviourist model 
emphasises neither these transcultural perspectives nor the 
humanistic,  relationship-based therapies – an apparent 
neglect that has resulted in the dehumanising of psychiatry 
and its promotion solely as a technical craft (Albuquerque et 
al, 2003; Browning, 2003; Meares, 2003). 
The American Psychiatric Association’s Committee 
on Religion, Spirituality, and Psychiatry has been helpfully 
pro active in this regard by ensuring greater sensitivity in 
DSM-IV to religious factors, and this work is continuing with 
DSM-V. The Association’s book  Religious and Spiritual Issues 
in Psychiatric Diagnosis (Peteet et al, 2011) is likely to have 
international relevance and its content will be pertinent to 
the development of ICD-11. In summary the DSM-IV category 
V62.89, ‘Religious or  spiritual problems’, is found to be very 
useful in clinical practice, as is the associated advice about the 
cultural formulation, which states that this category is used: 
when the focus of clinical attention is a religious or  spiritual 
problem. Examples include distressing experiences that involve 
loss or questioning of faith, problems associated with conver-
sion to new faith, or questioning of spiritual values that may 
not necessarily be related to an organized church or religious 
institution. (American Psychiatric Association, 1994)
ICD-10 did not include a similar category to cover these 
aspects of the religious or spiritual dimension of mental 
health, which could have provided assistance with complex 
differential diagnoses. Applying diagnostic criteria without 
consideration of religious factors could lead to an in-
appropriate diagnosis and to an inadequate management 
plan. ICD-11 should therefore encourage greater considera-
tion of religious belief and spiritual practice by incorporating 
more specific advice in this area of human experience.
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Religiousness and spirituality are recognised as im-portant factors to consider in both health services 
research and clinical practice. A large and growing number 
of studies have examined the relationship between, for 
example, religiousness and spirituality and physical and 
mental health, and many of these point to a positive 
relationship between them. Increased psychological well-
being, lower prevalence of depression, substance misuse 
and suicidal ideation, as well as better physical health, are 
reported in those who are religious when compared with 
control groups (Koenig et al, 2001). 
In spite of the current recognition of the importance of 
this relationship, its clinical applications have not been well 
explored. In particular, few studies have analysed the nature 
of the work carried out by faith-based health organisations, 
or investigated their public health impact. The purpose of 
this brief paper therefore is to consider some of the work 
familiar to the authors in this field.
Health services provided by faith-
based organisations
Since early times, medicine and religion have been closely 
associated. In ancient Mesopotamia, Egypt, India, China, 
Greece and the Americas, priests were commonly respon sible 
for healing practices. There was great respect for medicine 
among the Jews, who were forbidden to live in towns where 
there was no doctor. During the Middle Ages, medicine was 
taught in schools maintained by the Church, or in mon as-
teries; and in Europe many hospitals were founded, most 
of them connected with religious orders (often Catholic or 
Islamic). They were regarded as charitable guest-houses and 
instruments of pious benevolence; medicine was seen as 
evidence of God’s love in the face of human suffering. This 
tradition of caring for sick people through religious hos-
pitals has continued until the present time, in the numerous 
religious-based charitable hospitals that currently exist across 
the world (Risse, 1999; Koenig et al, 2001). According to the 
Catholic News Agency (2010), the Catholic Church manages 
26% of healthcare provision in the world, through a total of 
117 000 facilities such as hos pitals, clinics and orphanages. 
The European Study of the Epidemiology of Mental Dis-
orders compared European and US data and found that, 
among those consulting with mental health problems during 
the previous year, 6.9% of Europeans had seen religious 
advisers (ranging from 12.2% in Germany to 2.1% in Spain), 
compared with 18.8% in the USA (Kovess-Masfety et al, 2010).
A study carried out by the World Health Organiza-
tion (WHO) estimated that between 30 and 70% of the 
health infrastructure in Africa is currently owned by faith-
based organisations. Yet there is often little cooperation 
between these organisations and mainstream public health 
programmes. Christian hospitals and health centres, for 
example, provide about 40% of HIV care and treatment 
services in Lesotho, and almost a third of the HIV/AIDS treat-
ment facilities in Zambia (Karpf, 2007).
A report on integrating mental health into primary care 
by the WHO and the World Organization of Family Doctors 
(Wonca) (2008) specifically commented on the importance 
of mental health services provided by faith-based non- 
governmental organisations in Australia and in Uganda, where 
59% of respondents sought help from religious leaders for 
depression, compared with 0.6% who consulted a traditional 
healer and 2.3% who visited a public health facility.
A study that analysed trends in the healthcare literature 
on spiritual, pastoral and chaplain care on MEDLINE between 
1980 and 2006 found that there was an increase in the rate 
of published articles in this field, especially on spiritual care, 
and that this was particularly noticeable in nursing, mental 
health and general healthcare journals. However, in the last 
decade there was a decrease in the number of papers pub-
lished within the field of pastoral care (Harding et al, 2008).
In Brazil, where healthcare facilities provided by religious 
organisations are common, a census carried out by the 
Brazilian government in 2002 found that there were 1718 
‘philanthropic hospitals’ in Brazil, mostly run by religious 
organisations, with 155 503 beds, which represented 32% 
of all Brazilian hospitals. Most of these provided a service for 
low-income patients and were in small towns (over a half of 
these were the only hospital in the town) ( Crisóstomo, 2002). 
Their funding was mostly from the Unified Health System 
(SUS), although some services were financed by private health 
insurance. In Brazil there is a universal health system (the 
SUS) funded by the government, which provides basic and 
complex healthcare. It is commonly a partnership between 
public and private sectors in terms of service provision.
Psychiatric hospitals related to spiritism (a French branch 
of spiritualism common in Brazil that accepts mediumship, 
believes in reincarnation and ‘Jesus ethics’, and has a strong 
emphasis on the practice of charity) are common in Brazil; 
about 50 were built throughout the country between 1930 
and 1970. The majority of philanthropic mental health insti-
tutions located in the state of São Paulo (the most populous 
state in Brazil) are linked to spiritism (Moreira-Almeida & 
Lotufo Neto, 2005). 
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In most of the Catholic hospitals there is a chapel for 
the celebration of mass; visits are made by a priest for the 
distribution of the Holy Communion, and there are duty 
chaplains who respect the beliefs of non-Christian patients, 
their families and other visitors. Spiritist hospitals also offer 
counselling to patients, ‘passes’ (laying on of hands), talks 
based on ethics and spiritual issues, prayers, and other forms 
of spiritual healing.
Impact on health
A systematic literature review of articles published between 
1990 and 2000 identified 53 studies evaluating the effective-
ness of faith-based health programmes, all of them from 
the USA. It showed that most were focused on primary 
prevention (50.9%), general health maintenance (25.5%), 
cardiovascular health (20.7%) or cancer (18.9%). Results 
showed reductions in cholesterol and blood pressure, weight 
and disease symptoms, and increases in the use of mam-
mography and breast self-examination – suggesting that this 
kind of intervention can improve the health of the popula-
tion (DeHaven et al, 2004).
A very clear example of the role of religious organisa-
tions in health promotion and prevention is the work of 
the Children’s Pastoral Care (CPC), an organ of the National 
Conference of Brazilian Bishops (CNBB). The CNBB has been 
identified as one of the most important organisations around 
the world working in health, nutrition and education of 
children under 6 years of age; its work involves families and 
communities, and the CNBB tracks monthly over 1.5 million 
children in about 3300 towns all over Brazil. The data from 
an information system that collects and analyses the indica-
tors of coverage and the impact of the CPC have shown 
a positive effect of these interventions, when compared 
with areas not covered by the CPC. In 2006, approxi-
mately 260 000 volunteers supported the development of 
1.8 million children and the care of 95 000 pregnant women 
in more than 42 000 communities in Brazil.
In a study conducted in the city of Criciúma (Brazil) with 
2208 children below 3 years of age, it was found that pastoral 
visits were significantly associated with increased maternal 
knowledge about appropriate feeding methods during a 
child’s episode of diarrhoea, the contraindications to formula 
milk, the interpretation of the growth curve and increased 
knowledge of immunisation schedules. There was also an 
increase in the duration of breast-feeding and the later intro-
duction of bottle-feeding. In addition, the  researchers found 
an increased number of infant weighings in the quarter that 
preceded the survey, and in the  possession of measuring 
spoons for oral rehydration (Neumann et al, 2003).
Another study also found that mothers followed by CPC, 
when compared with a control group, had better knowledge 
about the management of diarrhoea and attended more 
prenatal consultations (at least six); their children were born 
with higher birthweight and they received iron supplementa-
tion more often during pregnancy (Neumann et al, 2002, 
2003).
The mortality rate among children less than 1 year old in 
communities where there is CPC provision is up to 50% lower 
than in those where the CPC is not present. It has also been 
observed that there is a reduction in violence and criminality 
in the areas served by the CPC. In order to disseminate the 
CPC programme more widely, the International Pastoral Care 
was established. Other Latin American countries, the Carib-
bean and Haiti already have branches of this organisation 
contributing to improvements in healthcare and education. 
Children’s Pastoral Care was nominated for the Nobel Peace 
Prize 2011 in recognition of the work done by its founder, 
the paediatrician Dr Zilda Arns Neumann, and the achieve-
ments of the CPC (Coordenação Nacional da Pastoral da 
Criança, 2011).
Conclusion
Given these findings, and despite the overall shortage of 
studies on this subject, it is clear that faith-based health 
organisations are relevant to any consideration of public 
health worldwide, especially in low-income countries. There 
is limited but consistent evidence that points to their positive 
effect on health-related outcome measures. However, there 
is a need to know more about the nature and motiva-
tions of these organisations and to assess in greater detail 
their impact on healthcare provision and on public health 
(DeHaven et al, 2004).
Although there are some instances of mistrust between 
religious communities and health services, the data pre-
sented above would suggest that it would be very fruitful to 
foster this partnership for health promotion. Further studies 
in this vital field should therefore be undertaken, as faith-
based healthcare is an important source of health pro vision 
worldwide.
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Argentina, the second largest country in South America, is a federation of 23 provinces and its capital, the 
auton omous city of Buenos Aires. Its population is a little 
over 40 million, 50% of whom reside in its five largest 
metropolitan areas. The rural areas are extensively under-
populated. The city of Buenos Aires and its suburbs 
contain 15.5 million inhabitants, making it one of the 
largest urban areas in the world. 
Although Argentina belongs to the high- to middle-
income countries according to the World Bank, its 
socioeconomic inequalities are extensive. Sharp contrasts 
exist between the urban and rural areas. Between 29 and 
33% of its population live below the poverty line. 
During the 20th century, the country saw several military 
coups and administrations in between periods of precari-
ous democratic government. Military regimes, re pression 
of the opposition, hyperinflation and several collapses of 
the economy took a heavy toll on the mental health field. 
Importantly, more than one generation of professionals and 
academics were effectively exiled abroad, damaging the 
country’s scientific system and research  capacities. Argen-
tina is currently experiencing its longest unbroken period of 
democ racy in its history, and the most recent signs indicate a 
trend for academics and professionals to return, in response 
to improving conditions and government incentives, but 
the consequences of the earlier turbulent history cannot be 
ignored.
Argentina as yet lacks a national system for data collection 
for mental health. Each province has its own system. Data 
pertain mainly to the public system, and exclude the substan-
tial private sector, making the information incomplete.
Policy and legislation
The National Mental Health Authority provides advice to gov-
ernment on policy and mental health legislation. However, 
it is not involved in planning, monitoring or evaluating the 
quality of services. These domains are under the independent 
responsibility of each province. 
In 2010, the National Parliament approved the Law for 
Mental Health Services, which covered service planning and 
policies, mental health in primary care, as well as monitoring 
of compulsory admissions to hospitals. It is not yet clear how 
this change will affect existing services. 
A survey by the World Health Organization (WHO) on 
the state of mental health services in Argentina gathered 
much useful information (some reported below), although it 
covered only ten provinces. Nine of these have explicit mental 
health policies drafted. A Federal Plan for Mental Health was 
drafted in January 2008, but is still vague and not widely 
supported by all the provincial authorities. 
The budget for mental health is below WHO recom-
mended levels. Allocations vary among the provinces, from 
0.5 to 5.0%. Nationally, 68% of the mental health budget 
goes to psychiatric hospitals, leaving community services 
underresourced. 
Six provinces have an official list of essential medications. 
However, the lack of clinical guidelines leaves the availability 
of medical treatment potentially subject to market mechan-
isms, with pharmaceutical companies exerting pressure for 
the approval of medication that is not necessarily supported 
by clinical evidence. 
Service delivery
Health services are delivered by several systems that coexist 
in a structure that is subject to little formal regulation, being 
essentially a free market health economy. The federal state 
bears no responsibility for health cover for the population, 
which is instead devolved to provincial control. Each province 
has a public health sector that gives free cover. Its resources 
are limited. 
The national social security system is financed by contribu-
tions from employers and workers. However, people who are 
unemployed are not covered by this. Private insurance plans, 
taken out independently by individuals, cover more than 
12% of the population, mainly in urban areas. Pen sioners 
and people with a disability receive cover provided by the 
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federal state, financed in a similar way to the social security 
contributions system, but through contributions from the 
state and state pensions. Disability allowances are paid by 
this federal system. 
Local councils and provincial governments provide the 
large psychiatric hospitals. These are poorly resourced and 
most of the workforce are underpaid or work voluntarily. The 
four largest hospitals in Buenos Aires, with a total of 2221 
beds, have been threatened with closure, but no plans have 
been made for patients’ relocation. Despite developments 
in social assistance provision in recent years (e.g. the intro-
duction of the ‘Head of Household Programme’ in 2002), 
national housing and welfare policies in Argentina remain of 
a less established and comprehensive nature than those that 
exist in many European countries, including the UK. 
Argentina has a total of 20 945 general psychiatric ward 
beds (10 864 public sector and 10 081 private). The number 
of private beds has increased notably since 2001, unlike the 
number in the public system. There are 186 private hospitals 
and 45 private institutions for people with addiction problems. 
The majority of private facilities are in the main cities. 
Community services also exist. There are 533 out- patient 
mental health facilities available in the 10 provinces surveyed, 
of which 28 are for children and adolescents. There are 65 
day hospitals in the 10 provinces, of which only 4 are for 
children and adolescents. The province of Buenos Aires has 
60 units, with a total of 244 short-term beds. Several prov-
inces have mental health services without in-patient beds. 
This difference illustrates the geographical inequalities that 
exist, with large urban areas containing the highest concen-
tration of resources. 
In summary, treatment within the public sector still 
relies on a model based on the psychiatric hospital, at least 
for severe mental disorders. Three provinces (Neuquén, 
Rio Negro and San Luis) conducted a successful process 
of de institutionalisation during the 1990s. However, their 
combined populations constitute just 4.03% of the total 
national population. In these areas, following deinstitution-
alisation, the private sector advanced, opening facilities for 
those patients who needed admission. This puts the model 
itself into question in terms of public health con sider ations. 
Psychiatric training
The main system for postgraduate training is through the 
medical residence programme, which lasts 3–4 years for 
those taking it full time. There are about 450 vacancies 
nation wide. Another system is through part-time work in an 
approved service, but it is not paid and so has more vacan-
cies than the former. Further routes into the specialty are 
university postgraduate training, which lasts 3 years, and the 
training organised by the Associ ation of Argentinean Psychia-
trists. The latter has also run a programme for recertification 
since the 1990s. Although it is not mandatory, it has been 
very successful, drawing a wide attendance to its annual 
meeting, and also generating a training network for the 
more distant provinces and rural areas. 
There are no examinations to qualify for the Certificate of 
Specialist in Psychiatry. The Ministry of Health awards this 
certificate to professionals who have worked a total of 5 
years in the specialty (either part time or full time). 
Mental health training in primary care is poor. Some 
programmes for physicians receive a strong input from the 
pharmaceutical industry. The Health Ministry runs almost no 
regular pro fessional training programmes for physicians and 
nurses working in primary healthcare. A training programme 
for over 8000 family and community physicians, imple-
mented in 2008 by the Ministry of Health, has no mental 
health content. The first author of this article did deliver 
training for family doctors at the 2010 National Psychiatric 
Congress, based on a ‘stepped care’ model for the detection 
and treatment of mental disorder in primary care, but much 
still needs to be done in this field.
Workforce issues
There are 13.25 psychiatrists per 100 000 inhabitants. They 
are located mainly in Buenos Aires and the other urban 
centres. Prominent inequalities still exist with respect to the 
rural areas, many of them having no access to specialist 
services, or indeed mental health professionals at all. 
Data for Argentina suggest a lack of nurses when 
compared with doctors, with a ratio of about one nurse to 
ten doctors (in all medical specialties). In the ten provinces 
surveyed by the WHO (2011) there were 12.91 psychiatric 
nurses per 100 000 inhabitants. Data for other provinces 
are still lacking or unreliable, due to the exclusion of the 
private sector in the data. It is also worth mentioning that 
the operational definition of a ‘nurse’ varies from province 
to province. The profession of community psychiatric nurse 
does not exist as in the UK. There is a surplus of psycholo-
gists (172 per 100 000 inhabitants, compared with 9 in the 
UK and 31.1 in the USA, for example). There are 11 social 
workers per 100 000 inhabitants, but they do not usually 
form a part of mental health teams. Child and adoles-
cent psychiatry is still understaffed, with only 295 registered 
speciali sts in this area. 
It should be noted, however, that there can be substantial 
differences across countries in the training and practice of 
the above categories of professional. An example is how the 
roles undertaken by Argentine psychologists are far wider 
than those undertaken by British clinical psychologists. In 
 Argentina ‘clinical psychologist’ is a graduate post that 
requires no mandatory clinical training before registration, 
while in the UK the job is highly regulated and specialised, 
requiring doctoral training that includes both research and 
supervised clinical practice. In Argentina psychologists often 
do work that would be carried out by a variety of other 
professions in the UK, such as special ist nurses and social 
workers, or generic mental health workers. Moreover, many 
of the specialist skills offered by a clinical psychologist in the 
UK do not form part of mandatory training in Argentina (e.g. 
psychometric evaluation). It is important to observe that, 
while the data suggest an excess of specialised psychological 
input, it is more likely that psychoanalytic input is over-
represented and other (evidence-based) aspects of such input 
are lacking. 
It remains unclear whether, in Argentina, psychologists are 
filling some of the gaps in service provision created by the 
shortage of professionals such as specialist nurses and social 
workers. More research is needed to obtain a better under-
standing of the skills mix on offer.
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Main research areas
There has been insufficient epidemiological research. 
This explains the lack of reliable information that would 
be expected of current evidence-based mental health ap-
proaches. Funding for medical research through the National 
Council for Scientific and Technical Investigations is almost 
nonexistent. Under these conditions, research in the bio-
medical areas is restricted to the pharmaceutical industry. 
In contrast, within Buenos Aires a psychoanalytical tra-
dition, dating back to the 1940s, has developed. It is at 
present considered the ‘most psychoanalysed city’ in the 
world. Two psychoanalytical societies are affiliated with the 
International Psychoanalytical Association. Psychoanalysis has 
exerted a powerful influence on the mental health system, 
and still constitutes a very important part of the psychiatric 
curriculum.
Human rights 
There are several laws that regulate compulsory admission to 
hospital, the status of people under guardianship (including 
property) and periodical review of those patients compul-
sorily admitted. Again, these regulations vary across the 
provinces. 
Progress has been made in relation to the traumatic 
sequelae of the so-called ‘dirty war’ (1976–83). Mental 
health professionals have been organised to assist with the 
restitution of children abducted by the military. Several non-
governmental organisations are widely involved with the 
subject of human rights and the prominent socio economic 
inequalities in health. There is still much work to be done 
in this area, particularly in relation to housing. With the 
presence of a stable democratic government, it is very much 
hoped that the necessary changes will soon be implemented. 
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Botswana is a landlocked country located in southern Africa. More than two-thirds of it (70%) is covered by 
the Kalahari Desert, known locally as the  Kgalagadi. The 
majority (82%) of the nearly 2 million population live in 
the eastern part, along the railway line from Lobatse in the 
south-east to Francistown in the north-east, and the rest 
in the central part, including the Okavango River delta. 
Botswana is about the size of Kenya, France or the 
State of Texas and is thinly populated. The surface area is 
581 730 km2 (363 581 square miles). This poses a challenge 
in the provision of health services in general and psychiatric 
services in particular. About 45% of the population is under 
15 years of age. Over 50% are settled in urban areas. The 
four main centres are: the capital city, Gaborone (population 
250 000), in the south-east; the second city, Francistown 
(105 000), in the north; Lobatse (60 000); and Selebi-Phikwe 
(50 000). 
It is a multiparty democracy that became independent from 
Britain in 1966. It has achieved the status of a middle- income 
country with P12.18 billion (US$1.2 billion) in its annual 
development budget and P27.14 billion (US$4.17 billion) in 
its recurrent budget. Its national income per capita (PPP inter-
national $) in 2009 was $13 310. Total expen diture on health 
per capita was $1341 and total expenditure on health as a 
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proportion of gross domestic product was 10.3%. Around 
80% of the health budget is provided by the government. 
The ongoing global economic difficulties have led to the 
postponement of most development projects. The economy 
is closely linked with South Africa. As one of the poorest 
countries before independence, Botswana depended on 
migrant mine labour remittances from that country. The 
health of ex-miners was a public health issue at the time and 
some still receive compensation for lung diseases. Unemploy-
ment is high at 18% and this remains a social problem. 
Health services 
The government health services are divided into a two-tier 
system, one tier based in health facilities and the other in 
the community. The facility-based services are organised in 
a pyramidal structure, with referral hospitals at the apex. 
There are three national referral hospitals, one of which is a 
psychiatric hospital. At the bottom of the pyramid are mobile 
stops, health posts and clinics which are manned by nursing 
staff and grouped into clusters with a doctor. Community-
based clinics, which were previously under the Ministry of 
Local Government, are now run by district health manage-
ment teams under the Ministry of Health. 
The country has 3816 hospital beds. In January 2010, a 
second 200-bed private hospital was opened in Gaborone. 
The teaching hospital will add 400 beds when it opens in 
2014. There are 390 psychiatric beds, constituting 10% of 
the total. HIV accounts for 18% of the admissions at Sbrana 
Psychiatric Hospital. The 2009 Botswana AIDS Impact Survey 
III reported a national HIV prevalence rate of 17.6%.
Role of religious practices
Botswana is mainly a Christian country, with the majority 
belonging to the main denominations. However, there are a 
growing number of spiritual, apostolic and revival charis matic 
churches and many still follow indigenous religious practices. 
There are a number of converts to Islam. Some patients visit 
churches for prayer, holy water and laying on of hands. 
Policy on traditional medicine 
The traditional healers are represented by the Botswana 
Dingaka Association. The Ministry of Health has adopted a 
policy of recognising them and promoting good working 
relations between them and modern scientific practice. 
Many patients combine the use of traditional medicine with 
 hospital-based treatment and spiritual healers. Tr aditional 
healers are consulted mostly for the management of 
problems arising from psychological and cultural factors.
Mental health services
The 300-bed Sbrana Psychiatric Hospital in Lobatse has four 
psychiatrists. It opened in 2009 to replace the 180-bed 
Lobatse Mental Hospital, which had been in existence 
from 1938. Sbrana Psychiatric Hospital is a stand-alone 
fully serviced hospital with teaching and forensic facilities 
and separate child, adolescent and psychogeriatric wards, 
a mother and baby unit and an observation ward, as well 
as acute, chronic and rehabilitation wards. It has a day 
hospital, psychology, social work, occupational therapy and 
pharmacy services. 
The Jubilee Psychiatric Unit, Nyangabgwe Hospital, has 
two psychiatrists. It opened in 1980, initially with four beds. 
The capacity had increased to 34 beds (22 male and 12 
female) when the in-patient wing was closed in October 2010 
to pave way for the establishment of an infectious diseases 
unit. The majority of in-patients were transferred to Sbrana 
Psy chiatric Hospital in Lobatse. A few were transferred to 
Sekgoma Memorial Hospital Psychiatric Unit in Serowe Village 
(population just under 53 000), about 200 km away. 
The Jubilee Psychiatric Unit now has only eight holding 
beds (five for males and three for females). Patients who 
need in- patient care for more than a day or two are trans-
ferred to the Sbrana Psychiatric Hospital, a distance of 
approximately 500 km. The Psychiatric Unit at Sekgoma 
Memorial Hospital will be improved in the interim to function 
as the referral centre for psychiatry in the northern part of 
the country, pending the construction of a 100-bed facility in 
Francistown when the economy improves.
The newly built Mahalapye, Sekgoma, Scottish Living-
stone and Letsholathebe II Memorial Hospitals have 
psychiatric units with 20–30 beds each. Other hospitals, 
including Princess Marina Hospital, a national referral facility 
in Gaborone, offer out-patient psychiatric clinic services but 
have no in-patient beds.  
Mental health services are provided by eight psychiatrists, 
as well as medical officers, psychologists, occupational thera-
pists, social workers, psychiatric and general nurses. There 
are also about 100 community health nurses. Psychiatric 
nurses, who have to have the Diploma in Advanced Com-
munity Mental Health Nursing (see ‘Training’), form the 
backbone of psy chiatric care outside the referral hospitals. 
They carry out extensive outreach in their respective catch-
ment areas. This complements the airborne and road-trip 
outreach clinics by the psychiatrists based in Francis town and 
Lobatse. The district and primary hospitals, including mine, 
mission and military hospitals, have one or more psychiatric 
nurses, who admit patients to the general wards and transfer 
only the un manageable ones to Lobatse or Francistown. 
In comparison with other African countries, Botswana 
appears to be better staffed but the geographical spread 
means the workforce is overstretched. For example, 
Botswana has the same area as Kenya, which has a popula-
tion 20 times greater, with 67 psychiatrists. 
Psychiatric association 
As there are only eight psychiatrists, including two in private 
practice (one general and one child psychiatrist) in Gaborone, 
there is no Botswana Psychiatric Association affiliated to the 
World Psychiatric Association. The Botswana Association for 
Psychosocial Rehabilitation (BAPR), which runs a day-care 
centre in Lobatse, is the only non-governmental organisation 
functioning in the community in this field. It is affiliated to the 
World Association for Psychosocial Rehabilitation and groups 
together professionals, families, consumers and policy makers.
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Unpublished reports indicate that stigma contributes to 
only a few health workers opting to take psychiatry and psy-
chiatric nursing as a discipline for specialisation. 
Training
The Institute of Health Services, Lobatse campus, runs an 
18-month Diploma in Advanced Community Mental Health 
Nursing course. The University of Botswana opened its 
School of Medicine in August 2009 with the intake of the 
first MBBS undergraduates. It is on schedule to establish a 
400-bed academic hospital in Gaborone. Psychiatry will be 
offered as a modular course for the undergraduates and will 
be allocated one month of study on the postgraduate course 
in family medicine (see http://www.ub.bw). 
Mental health disorders
According to the annual reports of the Lobatse Mental 
Hospital and Jubilee Psychiatric Unit for the years 2005–08, 
the five conditions most commonly presenting in the in-
patient unit were: 
1 schizophrenia
2 depressive disorders
3 alcohol use disorders
4 bipolar affective disorders
5 epilepsy.
In the out-patient unit they were: 
1 schizophrenia 
2 cannabis-induced disorders 
3 depressive disorders 
4 alcohol use disorders
5 epilepsy.
Mental health legislation 
The current law was enacted in 1971 (5 years after indepen-
dence) and is due to be reviewed and updated. 
Mental health policy
The July 2003 Botswana National Policy on Mental Health 
provides a framework for the incorporation of the objectives of 
the mental health programme into the existing general health 
services. The aim of the policy is to provide access to services, 
to enable every individual to have the benefit of good mental 
health and thus allow them to make an optimal contribution 
to personal, community and national development.
The future of mental health 
services
As in the USA (Bernstein et al, 2010), although society’s 
perception of individuals with mental illness has improved, 
stigma is still significant in Botswana. With the opening of 
Sbrana Psychiatric Hospital, there is hope that the facility 
will be accredited along with other major general hospitals 
by the Council for Health Service Accreditation of Southern 
Africa (COHSASA) as meeting international standards. 
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Compulsory admission to mental health facilities is a controversial topic, as it impinges on personal liberty 
and the right to choose, and it carries the risk of abuse for 
political, social and other reasons (Gostin, 2000). However, 
involuntary admission can prevent harm to self and others, 
and assist people in attaining their right to health, which, 
due to their mental disorder, they are unable to manage 
voluntarily. Since the 1950s and 1960s, the delivery of 
mental health has shifted from a paternalistic emphasis on 
the need to treat those who are not able to look after them-
selves, to the rights of patients who have a mental illness. 
The Principles for the Protection of Persons with Mental 
Illness (‘the MI Principles’) adopted by the United Nations 
in 1991 play an important role in raising awareness about 
the human rights of people with mental health problems. 
They provide guidance on areas such as the procedures 
for involuntary admission to mental health facilities and 
standards of care (Knapp et al, 2007). Legal frameworks for 
involuntary placement of those who are mentally ill have 
been reformed in many European countries. Most regulate 
compulsory admission and treatment by special mental 
health laws. Only Greece, Spain, Italy and those member 
states of the European Union (EU) that joined in 2004 and 
2007 have no separate laws (Dressing & Salize, 2004).
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Increasing rates of compulsory admission have been 
reported by some authors (e.g. Darsow-Schutte & Muller, 
2001). However, comparison of the time series of compulsory 
admission quotas during the past decade reveals a slightly 
more homogeneous pattern, with more or less stable quotas 
in most countries (Salize & Dressing, 2004). Some countries 
have made the focus of commitment laws the protection of 
society at large from people who are mentally ill, but this has 
led to a public perception of those with mental disorders as 
dangerous and thus contributes to their stigmatisation, when 
in fact more recent studies do not show a marked difference 
in the danger presented by those who are mentally ill and the 
general population (Swanson et al, 1990). Studies conclude 
though that in routine clinical practice the characteristics 
of compulsory admission are rather stable, irrespective of 
the various criteria for commitment. This suggests that 
 decision-making procedures across the world rely on similar 
objective and ‘good faith’ criteria for involuntary placement 
(Appelbaum, 1997). It is important also to consider that the 
availability of alternatives that are more acceptable to patients 
might contribute to increasing or reducing the rates of com-
pulsory admission in different countries. 
Overviews of national approaches are scarce. There is a 
lack of sound studies in the field and statistics on compulsory 
admissions are rarely published internationally (Riecher-Rossler 
& Rossler, 1993). Consequently, the European Commission 
funded in 2000 a study that gathered and analysed informa-
tion on the differences and similarities of legal frameworks for 
the involuntary placement or treatment patients presenting 
with a mental illness across the EU member states, and the 
outcome in terms of involuntary admission rates to psy-
chiatric facilities. Our paper aims to give a brief overview of 
compulsory admission data from official sources across some 
European countries through a review of the literature pub-
lished to date in relation to this issue. 
Different criteria for different 
countries
The Salize report in 2004 (Salize & Dressing, 2004) high-
lighted that frequencies of compulsory admissions vary 
remarkably among countries in Europe. This finding was not 
surprising given the large differences in the relevant legal 
instruments, but it was astonishing given the much smaller 
differences in psychiatric morbidity. The authors of the Salize 
report concluded that involuntary admissions were a result 
of a complex set of still poorly understood legal, politi-
cal, economic and social factors. A more recent European 
research initiative, the EUNOMIA project in 2005 (Kallert 
et al, 2005), carried out in 12 countries (Bulgaria, Czech 
Republic, England, Germany, Greece, Italy, Israel, Lithu ania, 
Poland, Slovak Republic, Spain, Sweden), included the ob-
jective of providing detailed information on the basis of 
involuntary psychiatric admission.
To define clear conditions that have to be met when 
persons who are mentally ill should be involuntarily placed 
is crucial for preventing abuse. Although the laws of all 
countries studied stipulate a confirmed mental disorder 
as a major condition for detention, additional criteria are 
hetero geneous. Threatened or actual danger to oneself or to 
others is the most common additional criterion, but is not a 
 prerequisite in Italy, Spain or Sweden, or in England, Wales 
or Scotland. Some other countries such as Denmark, Finland, 
Greece, Ireland and Portugal do stipulate as further criteria 
the need for treatment and danger. The other countries we 
considered in the review had as a further criterion danger 
on its own. Some countries emphasise a lack of insight on 
the part of the patient, additionally. No significant correla-
tion could be identified with compulsory admission quotas 
or rates when comparing countries applying the ‘danger’ 
or ‘need for treatment’ criterion (Dressing & Salize, 2004). 
Dangerousness is an additional criterion for involuntary psy-
chiatric admission in Lithuania, Bulgaria, the Czech Republic, 
the Slovak Republic and Poland (Kallert et al, 2005) (Table 1). 
In most countries studied, the final decision on involun-
tary placement is made by a non-medical authority, either a 
representative of the legal system (judge, prosecutor, mayor) 
or another agency independent of the medical system. In the 
remaining member states the decision is left to psychiatrists 
or other healthcare professionals (Table 1). However, it is 
important to mention that in all countries, thorough assess-
ments are performed by psychiatrists as soon as a patient is 
admitted to a psychiatric facility (Dressing & Salize, 2004; 
Kallert et al, 2005). According to the laws of six European 
countries, notification or inclusion in the procedure of a 
legal representative of the patient (e.g. advocate, counsellor 
or social worker) is mandatory. Countries with obligatory 
inclusion of a legal representative showed significantly lower 
compulsory admission quotas and a trend towards lower 
compulsory admission rates (Salize & Dressing, 2004).
Across Europe, the legally stipulated period of time that 
may elapse between psychiatric assessment and the actual 
start of an involuntary placement ranges from 24 hours 
(in Luxemburg, Spain, Sweden, The Netherlands, Ireland, 
Bulgaria, Czech Republic and Slovak Republic) to 10 days (in 
Belgium). Emergency procedures for short-term placement 
are defined separately in some countries and are usually 
applied at night, weekends, or whenever immediate action 
is deemed necessary. Short-term detention usually is permit-
ted from 24 to 72 hours (except in Belgium, where it is up 
to 10 days). There are also large differences with regard 
to the maximum length of a compulsory admission order. 
Only Denmark, France, Portugal and Spain do not define a 
maximum duration for initial involuntary placement. For the 
rest of the countries we have considered in the review, initial 
placements may vary from 7 days to 2 years (e.g. 7 days in 
Italy, 14 days in Luxembourg, 4 weeks in Sweden, 21 days 
in Ireland and up to 6 months in the UK). Other countries 
have lengthy initial placements, such as Austria, Bulgaria, 
the Slovak Republic and the Czech Republic, with 3 months; 
Poland, with 6 months; and Belgium and Germany, with up 
to 2 years. Reapproval or reassessment procedures are estab-
lished in all countries studied (Salize & Dressing, 2004; Kallert 
et al, 2005). For clarification see Table 1.
The demographic characteristics 
of detained patients
Research studies suggest that the largest group admitted 
involuntarily are people with severe and chronic mental 
disorders such as schizophrenia or other psychoses; they 
account for 30–50% of all involuntary placements in states 
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Table 1 
Country Essential legal criteria for 
detention (additional to 
mental disorder)
Deciding authority  
for detention order
Mandatory 
inclusion of  
patient counsel
Detention for  
assessment 
Maximum length of  
initial placement
¹Austria Danger Non-medical Yes 48 hours 3 months
¹Belgium Danger Non-medical Yes 10 days 40 days to 2 years
¹Denmark Danger or need for  
treatment 
Medical Yes Not separately  
defined
Not defined
¹Finland Danger or need for  
treatment
Medical No Not separately  
defined
9 months
¹France Danger Non-medical No 48 hours Not defined
¹Germany Danger Non-medical No 24 hours to 3 days 6 weeks to 2 years
¹Greece Danger or need for  
treatment 
Non-medical No 48 hours 6 months
¹Ireland Danger or need for  
treatment
Medical Yes Not separately  
defined
21 days
¹Italy Need for treatment Non-medical No 48 hours 7 days
¹Luxembourg Danger Medical No 24 hours 14 days
¹Netherlands Danger Non-medical Yes 24 hours 3 weeks to 12 months
¹Portugal Danger or need for  
treatment 
Non-medical Yes 48 hours Not defined
¹Spain Need for treatment Non-medical No 24 hours Not defined
¹Sweden Need for treatment Medical No 24 hours 4 weeks
¹UK Need for treatment Non-medical and 
medical 
No 72 hours 28 days to 6 months
²Bulgaria Danger Non-medical No 24 to 48 hours 34 days to 3 months
²Czech Republic Danger Non-medical No 24 hours 3 months
²Lithuania Danger Non-medical No 48 hours 1 month
²Slovak Republic Danger Non-medical No 24 hours 3 months
²Poland Danger Non-medical No 48 hours 10 days to 6 months
¹ Salize & Dressing (2004).
² EUNOMIA project (Kallert et al, 2005).
that provided diagnostic data. The proportions of groups 
with other diagnoses, such as dementia, affective disorders 
or substance misuse, differ remarkably. 
Information about the sociodemographic characteristics 
of involuntarily admitted patients is as scarce as informa-
tion on psychopathological background. There seems to be 
an overrepresentation of male patients, which might serve 
as a rough indicator that danger is the prime considera-
tion in involuntary placement, since men with mental illness 
reportedly are more likely than women to show danger-
ous behaviour (Salize & Dressing, 2004). Several studies 
have confirmed that involuntary admission is more frequent 
among patients with an immigrant background than among 
the general population (Tolmac & Hodes, 2004; Ali et al, 
2007; Torrissen, 2007). In a 3-year prospective study in 
Norway looking at the characteristics of voluntary and in-
voluntary psychiatric admissions of immigrants, Iversen et 
al (2011) concluded that involuntarily admitted immigrants 
more often have a diagnosis of schizophrenia and psy-
chotic disorders than immigrant patients who are voluntarily 
admitted. However, for a valid comparison, the proportion 
of compulsorily admitted males should have been tested 
against the proportion of total admissions of males to psy-
chiatric in-patient care in each country. Unfortunately, these 
data are not available.
Conclusions
Legal regulations as well as routine procedures for detain ing 
people who are mentally ill differ considerably across Europe. 
Specification of the various national regulations presents an 
opportunity to harmonise national laws. However, there is 
limited evidence on which to recommend best practice, and 
this constitutes a major obstacle to any mutual European 
action. International epidemiological research in this field is 
needed for an evaluation of the effectiveness of different ap-
proaches. Diverse legal traditions, general attitudes towards 
people who are mentally ill, and the structure and the quality 
of mental healthcare systems or administrative procedures 
must be considered along with other factors when analysing 
outcomes from the different legal frameworks. It will be an 
important task to adapt legal frameworks in all countries, 
balancing patients’ rights and interests against their need for 
and right to treatment. 
The substantive and procedural safeguards suggested by 
the case law of the European Court of Human Rights (ECHR) 
will need to be addressed when drafting legislation pro-
viding for the detention of individuals on the grounds of 
mental disorder (Knapp et al, 2007). The MI Principles of the 
United Nations provide for the detention of individuals with 
a ‘mental illness’ in mental health facilities, and set out the 
conditions for detention, review of the decision and relevant 
procedural safeguards. On the other hand, commentators 
have raised concerns about the level of protection offered by 
the MI Principles regarding detention (UN Secretary-General, 
2003) and a review of the Principles has been suggested. 
Inter nationally standardised and annually updated involun-
tary placement rates on a national level are fundamental to 
the evaluation of national as well as Europe-wide policies.
An important limitation of the present paper is that it 
does not include data from all European countries. 
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There is no agreed definition of a mental health crisis; however, a useful one is ‘a situation where mental 
health has deteriorated to an extent that the user is likely to 
be at risk of harm to self or others and is in need of urgent 
intensive specialist support and treatment’ ( Minghella et 
al, 1998). Community-based care is the primary model 
of specialist mental healthcare in Ireland (Government of 
Ireland, 2006a). When clinically indicated, a patient with 
mental health crisis is referred to the community mental 
health team (CMHT) for an urgent assessment. 
Most data available on the relationships between patients’ 
explanatory variables, crisis referrals and urgent demands 
in mental healthcare are from international studies, which 
have highlighted the relevance of acute psychosis, marked 
affec tive symptoms, risk to self or others, and lack of social 
support (Abas et al, 2003; Johnson et al, 2005; Cotton et al, 
2007). Although urgent referrals are for people in crisis, the 
crisis may be psychosocial in nature (Spurrell et al, 2003). 
Therefore, understanding mental health crisis and patients’ 
explanatory variables within a sociocultural context is neces-
sary for a more targeted referral system that offers optimal 
interventions and the appropriate use of services. 
The study reported here explored the demographic and 
clinical characteristics of patients referred to an Irish CMHT 
and sought to identify the key differences between crisis and 
scheduled referrals. 
Method
This was a retrospective analysis of the clinical records of 
all people who attended a CMHT within the 12 months 
1 January–31 December 2008. This CMHT provides services 
to a well-defined catchment area in the North Kildare area 
of Ireland, a suburban and rural population of approximately 
35 000 (Government of Ireland, 2006b). The team receives 
referrals from 22 general practices, other CMHTs and a local 
general hospital emergency department. The team provides 
home-based assessments and treatment of acute mental 
illness, together with out-patient care, day hospital and in-
patient care at the local general hospital where necessary. 
A standard form is used for all referrals made to the team. 
This requires the referrer to indicate the perceived urgency 
of assessment. The completed form is faxed to the mental 
health centre office. In addition, the referrer is required to 
alert the home care team to crisis referrals using a desig-
nated mobile telephone number during office hours. Crisis 
referrals are reviewed by telephone with the referrer and an 
appointment offered depending on the degree of urgency as 
determined by the referrer, with same-day assessments avail-
able during weekday working hours. The waiting period for 
routine referrals is usually 7–14 days. 
Demographic data collected included age, gender and 
marital status, past psychiatric illness and source of referral. 
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Clinical data were extracted from FACE Version 5 of the 
Core Assessment and Outcomes Package for Mental Health 
Services (Clifford, 1999). This scale is routinely completed at 
initial assessment. The recorded clinical data were dichotom-
ised. Two independent groups of patients were generated 
from this sample. One group comprised crisis referrals; 
these were all patients for whom the referral source indi-
cated ‘urgent assessment’. The second group comprised 
the  scheduled referrals, where the referral source suggested 
‘routine assessment’, and it served as a control. 
All data analyses were performed using PASW Statistics 
18 (SPSS Inc., 2009). The demographic and clinical data of 
the two groups of patients were investigated for statistical 
differences, using the two-sided Fisher exact test. As this was 
an exploratory study, we opted not to employ a Bonferroni 
correction for multiple testing and left the P-value at 0.05. 
To control for possible confounding factors, multivariate 
analysis was performed using the ‘enter method’ logistic re-
gression model to identify variables independently associated 
with crisis referral. Variables were selected for entry into the 
regression equation based upon the results of the univariate 
analysis, with all variables that had a P-value less than 0.1 
being entered.
Results
During the study period, 234 persons were referred to the 
service. Of these, 31 (13.2%) (crisis referral, 13; scheduled 
referral, 18) did not attend; they were not different from the 
attenders on the sociodemographic characteristics and so 
were excluded from analysis. Of those who attended, 150 
patients (73.9%) had a complete set of FACE data; they did 
not differ on the sociodemographic characteristics of interest 
from patients with missing data. 
The demographic and clinical characteristics of the two 
groups are presented in Table 1. The mean (s.d.) age of all 
 attenders was 37.8 (15.3) years; the age range was 16–88. 
The  crisis referral group comprised 100 people (49.3% of 
the total sample), of mean age 36.4 (15.1) years, with an 
age range of 16–83. 
On univariate analysis, recent suicidal behaviours, poly-
substance use, and emergency department referral source 
were significantly associated with crisis referral (Table 1). 
Multivariate analysis indicated that polysubstance use was 
significantly predictive of crisis referral and memory problems 
were associated with routine referral (Table 2).
Discussion
In this study, almost half (49%) of the referrals were crisis 
referrals, mostly from general practitioners (74%) or the 
emergency department (21%). Mainly two categories of 
patients present to emergency departments in Ireland: 
self-referrals and general practitioner referrals out of office 
hours. Their subsequent re-referrals to the CMHT for follow-
up indicate that the level of crisis was manageable in the 
community (Hatfield et al, 2000). In the present study, the 
proportion of people with overt psychosis and immediate 
risk/safety concerns was considerably less than in a UK study 
(Johnson et al, 2005). The crisis referrals in our study were 
differentiated by recent suicidality, polysubstance use and 
referral via the emergency department. However, when the 
confounding effects of other variables were controlled for via 
logistic regression, only polysubstance use remained statistic-
ally significant. We also found evidence to suggest that 
patients presenting with memory difficulties were less likely 
to be referred as a crisis; this is understandable, given the 
potentially chronic nature of memory complaints (Neu et al, 
2009). 
Our findings may be explained by the limitation of 
crisis assessment to weekday working hours; most crisis 
presenta tions occur out of office hours, when the ‘at risk’ 
patient is likely to be admitted (Cotton et al, 2007). It is 
somewhat surprising that we did not detect greater differ-
ences in symptom profile between crisis and routine referrals. 
In particular, one might expect evidence of a more robust 
associ ation between core psychiatric symptoms, risk be-
haviour (i.e. suicidality, self-harm and risk to others) and 
categorisation as a crisis referral.
Clinical implications
Our study raises two issues: the level of need for urgent as-
sessments in community care; and the adequacy of weekday 
working hours provision for crisis assessments. More im-
portantly, polysubstance use and suicidality were common 
among the crisis referrals; although the management of 
primary substance misuse is not within the remit of the 
CMHT, if there is any psychiatric comorbidity then the care is 
a responsibility of the CMHT (Government of Ireland, 2006a). 
Therefore, we are emphasising the need to enhance the skills 
of CMHTs in managing addiction issues and the provision 
of more ready access to specialist addiction services, as this 
patient group seems particularly likely to present in crisis.
Study limitations
This study had several limitations that need to be taken into 
account when considering the implications of the findings. 
First, the study recruited patients from one CMHT in a pre-
dominantly suburban population and lacked clinical data 
on 26% of the attenders; therefore, the findings may not 
apply to patients in other CMHTs, geographical locations, 
or socioeconomic settings in Ireland. Second, this is an ex-
ploratory study employing multiple testing without advanced 
hypotheses and therefore runs the risk of a type 1 statistical 
error. While the logistic regression analysis controlled for 
confounding, it remains possible that some of the variables 
entered into the final regression equation were selected 
based upon chance associations. Third, the dichotomised 
data cannot capture important distinctions in the severity 
of symptoms or risk behaviours. Finally, we did not examine 
data on presentations to the emergency department out of 
hours and hospital admissions, because this was outside the 
scope of the present study. 
Research implications
We suggest the need in future studies for more information 
on presentations to the emergency department out of hours 
and hospital admissions; this would help quantify the impact 
of available services and inform future service developments. 
Further research should also investigate the relationships 
between symptom severity, the level of patient care and 
onward referral pathways. 
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Table 1 Demographic and clinical characteristics
Characteristic Proportions of patients (%) Fisher test 
significance 
(2-sided)All  
attendees
Crisis  
referrals
Scheduled  
referrals
Age (years)
16–19  17/203 (8.4)  10/100 (10)   7/103 (6.8) 0.40
20–44 122/203 (60.1)  62/100 (62)  60/103 (58.3) 0.41
45–64  53/203 (26.1)  23/100 (23)  30/103 (29.1) Ref.
≥65  11/203 (5.4)   5/100 (5)   6/103 (5.8) 1.00
Gender
Male  93/203 (45.8)  49/100 (49)  44/103 (42.7) 0.4
Female 110/203 (54.2)  51/100 (51)  59/103 (57.3) Ref.
Marital status
Single 107/203 (52.7)  54/100 (54)  53/103 (51.5) 1.00
Married  77/203 (37.9)  39/100 (39)  38/103 (36.9) Ref.
Separated/widowed  19/203 (9.4)   7/100 (7)  12/103 (11.7) 0.2
Source of referral
General practices 158/203 (77.8)  74/100 (74)  84/103 (81.6) 0.2
Emergency department  28/203 (13.8)  21/100 (21.0)   7/103 (6.8) 0.005
Other community mental health teams  17/203 (8.4)   5/100 (5.0)  12/103 (11.7) Ref.
Past psychiatric illness 121/203 (59.6)  58/100 (58)  63/103 (61.2) 0.67
Primary diagnostic categories
F00–09 (organic, including symptomatic, mental disorders)   4/203 (2.0)   2/100 (2)   2/103 (1.9) 0.99
F10–19 (mental and behavioural disorders due to psychoactive  
 substance use)
 20/203 (9.9)  13/100 (13)   7/103 (6.8) 0.26
F20–29 (schizophrenia, schizotypal and delusional disorders)  19/203 (9.4)  13/100 (13)   6/103 (5.8) 0.24
F30–39 (mood [affective] disorders)  67/203 (33.0)  26/100 (26)  41/103 (39.8) 1.00
F40–49 (neurotic, stress-related and somatoform disorders)  50/203 (24.6)  23/100 (23)  27/103 (26.2) 1.00
F60–69 (disorders of adult personality and behaviours)  33/203 (16.3)  19/100 (19)  14/103 (13.6) 0.47
Nil evident psychiatric disorder  10/203 (4.9)   4/100 (4)   6/103 (5.8) Ref.
Indicators of psychiatric morbidity
Psychotic features
Thought disturbance   9/150 (6.0)   5/77 (6.5)   4/73 (5.5) 1.00
Delusions   7/150 (4.7)   6/77 (7.8)   1/73 (1.4) 0.12
Hallucinations   4/150 (2.7)   3/77 (3.9)   1/73 (1.4) 0.62
Odd behaviours   6/150 (4.0)   5/77 (6.5)   1/73 (1.4) 0.21
Affective features
Overactivity  12/150 (8.0)   6/77 (7.8)   6/73 (8.2) 1.00
Expansive mood   7/150 (4.7)   2/77 (2.6)   5/73 (6.8) 0.27
Anhedonia  96/150 (64.0)  49/77 (63.6)  47/73 (64.4) 1.00
Insomnia  77/150 (51.3)  56/77 (72.7)  44/73 (60.3) 0.07
Depressed mood 109/150 (72.7)  55/77 (71.4)  54/73 (74.0) 0.86
Neurotic features
Obsessions  31/150 (20.7)  14/77 (18.2)  17/73 (23.3) 0.55
Anxiety 112/150 (74.7)  57/77 (74.0)  55/73 (75.3) 1.00
Somatisations  27/150 (18.0)  10/77 (13.0)  17/73 (23.3) 0.14
Dissociation   4/150 (2.7)   4/77 (5.2)   0/73 (0.0) 0.12
Cognitive deficits
Memory  47/150 (31.3)  19/77 (24.7)  28/73 (38.4) 0.08
Attention/concentration  62/150 (41.3)  28/77 (36.4)  34/73 (46.5) 0.25
Polysubstance use  39/150 (26.0)  28/77 (36.4)  11/73 (15.1) 0.005
Risk/safety concerns
Harm to others  10/150 (6.7)   4/77 (5.2)   6/73 (8.2) 0.53
Aggression  31/150 (20.7)  18/77 (23.4)  13/73 (17.8) 0.42
Suicidal behaviours  34/150 (22.7)  24/77 (31.2)  10/73 (13.7) 0.01
Self-harm  15/150 (10.0)  10/77 (13.0)   5/73 (6.8) 0.28
Self-neglect  30/150 (20.0)  18/77 (23.4)  12/73 (16.4) 0.31
Lack of a social support network  43/150 (28.7)  20/77 (26.0)  23/73 (31.5) 0.48
Ref. indicates the reference category where indicated.
Conclusions
Crisis referrals to this CMHT have similar symptom profiles 
to scheduled referrals; however, patients with substance use 
problems are more likely to present in crisis. Therefore, there 
is a need to enhance the CMHT’s management of addic-
tion issues and provide ready access to specialist addiction 
services. Finally, the study suggests that it is inappropriate to 
restrict crisis assessments to weekday office hours.
Table 2 Results of multivariate analysis for crisis referrals
Variable Odds ratio  
for crisis  
referrals
95% confidence  
interval
P-value
Lower Upper
Emergency department  
 referrals
3.0 1.0 9.4 0.06
Suicidal behaviours 2.0 0.8 4.8 0.14
Polysubstance use 3.2 1.3 7.6 0.009
Memory difficulties 0.4 0.2 1.0 0.04
Insomnia 2.0 0.9 4.2 0.07
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Challenges for psychiatry in the 21st century
Dinesh Bhugra PhD FRCPsych
Professor of Mental Health and Cultural Diversity, Health Service & Population Research Department, 
Institute of Psychiatry, King’s College London, UK, email Dinesh.bhugra@kcl.ac.uk
Psychiatrists manage ambiguity in diagnosis as well as management of patients with psychiatric disorders and 
contain anxiety experienced by patients and their families 
as well as that of the teams. The changes in societies and 
cultures in the past few decades have produced changes in 
their expectations of their doctors, including psy chiatrists. 
In some high-income countries, patients are better 
informed about their conditions and treatments than they 
were before. This availability of knowledge has led to a 
levelling in the relationship between patient and doctor.
In this paper I highlight some of the challenges psy-
chiatry as a profession and psychiatrists as clinicians face 
in the early part of the 21st century. These challenges can 
be divided into broad categories of social, biological and 
psycho logical factors. Social factors include globalisation and 
urbanisation as a result of increasing industrialisation in 
several countries across the globe. Biological factors include 
pharmaco genomics as a result of gene mapping and newer 
pharmacological agents. Psychological factors include 
 computer-based therapies and stigma against patients and 
the profession itself.
Globalisation, urbanisation and 
industrialisation
Globalisation describes better communications and ease of 
movement of people, materials and products. The process 
of globalisation influences not only market forces but the 
political and social functioning of societies as well (see Gupta 
& Bhugra, 2009; Bhugra & Gupta, 2011). Countries can be 
broadly divided into: those which provide raw materials for 
production; those which manufacture goods; and those 
which are largely consumers. The movement of profession-
als has similar pathways. Countries may produce healthcare 
professionals at a lower cost but then lose them to countries 
which pay higher salaries, leading to serious brain drain. 
Within low- and middle-income countries, increased in-
dustrialisation will lead to increased urbanisation as it did in 
high-income countries centuries ago. This process may cause 
fragmentation of families, a reduction in social support and an 
increase in demand for healthcare services. Furthermore, after 
internal migration, individuals may find that their aspirations 
in a number of areas are not met, which lowers self-esteem. 
These factors in turn will cause changes in cultural beliefs, 
attitudes and values such as deculturation, affecting the indi-
vidual’s functioning. As a majority of the world’s population 
is likely to reside in urban areas in the next three decades, 
clinicians need to be aware of the potential needs that these 
populations may have.
Pharmacogenomics
With new means of identifying pathology such as gene 
mapping, it is likely that, in due course, there will be 
specific medications tailored to individuals. Mrazek (2010, 
p. 3) defines psychiatric pharmacogenomics as the study of 
how gene variations influence the response of a patient to 
psycho tropic medication. An understanding of the structural 
gene variants may allow drug side-effects to be minimised 
and genetic testing may allow the creation of bespoke 
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 medications for individuals. However, there are a number 
of key ethical and technical issues: appropriate consent, 
voluntary or compulsory testing, confidentiality of medical in-
formation and reliability of these tests (Mrazek, 2010, p. 231). 
Talking therapies without 
therapists
With many behavioural and cognitive–behavioural therapies 
available on computer, with clear algorithms and steps for 
home work, will psychotherapists and therapists be required? 
Patients prefer their psychiatrists to have good communica-
tion skills (Bhugra & Gupta, 2010). Medicine and doctoring 
are about caring and curing and the human and humane 
touch with people who are suffering. Psycho therapy is at the 
core of what we do – whether we are persuading patients 
to take their medication as prescribed, exploring their inner 
world and turmoil or helping modify their cognitive schema, 
psychiatry and psychiatrists have a major role to play. 
Stigma
Stigma, discrimination and prejudice against mental illness 
and those with mental disorder remain a major challenge 
to psychiatry, although the fact that more celebrities, sports 
stars and film stars now talk in public about their experience 
of mental illness and mental distress may lead to a reduction 
in stigma.
m Against patients. The social and cultural contexts play a 
significant role in the development and understanding 
of stigma. In cultures where the locus of control of their 
illness is seen as external by patients (evil eye, bad deeds, 
etc.), the onus is likely to be taken away from the patient 
and stigma may be less. In  societies where individuals are 
expected to look after themselves and their nuclear family, 
pressures to get better may well stigmatise patients and 
their illness. 
m Against psychiatrists. Stigma and discrimination against 
psychiatrists, from a large number of sources, contribute 
to a sense of alienation from the medical profession as 
a whole. Stereotypes of psy chiatrists being soft and of 
psychiatry as not being a science are common. These 
prejudices and discriminating behaviours have many con-
sequences, including poor recruitment.
m Consequences. Stigma can cause delays in seeking help or 
complying with therapies. It has been shown that where 
doctors have better control of their own workload, rates 
of burnout are lower (Bhugra et al, 2008). Stigma against 
mental illness may translate into poor services and poor 
research funding as well. There is evidence that education 
may reduce stigma, which is a result of knowledge, at-
titudes and behaviour (see Evans-Lacko et al, 2010).
Solutions
These challenges can be managed using a number of 
 strategies. 
m Leadership. The first major step psychiatrists need to 
take is to become leaders in service planning, service 
delivery and evaluation of services. Medical training and 
an awareness of biopsychosocial models in making sense 
of aetiological factors make psychiatrists ideal leaders. Any 
leadership has to be in the cultural and social contexts. As 
leaders we should inspire, motivate, enable and empower 
others.
m Anti-stigma. There is no doubt that a lack of knowl-
edge may contribute to negative attitudes, but increasing 
knowledge may not always change behaviour. However, 
concerted efforts in education will shift attitudes; such 
efforts should include not only working with local media 
but also personal contacts, particularly with patients and 
their carers. 
m Quality improvement. In spite of limited resources, it is 
possible to focus on quality of services. This quality focus 
is not only on structures – physical environment – but also 
on processes, between patients and their psychiatrists. The 
task is to determine causes of problems and barriers in 
providing good services. But the quality has to be assessed 
in the context of local priorities and available resources. 
For psychiatrists, up-to-date knowledge and clinical skills 
remain critical in ascertaining and delivering quality.
m Prevention and health promotion. A considerable propor-
tion of adult mental illness starts before people reach 
their mid-20s. Various risk factors (e.g. domestic violence, 
sexual or physical abuse, alcohol misuse) have been identi-
fied, especially in Black and minority ethnic individuals, 
gay, lesbian, transgender and bisexual individuals and in 
 prisoners. A number of strategies can be used to reduce 
the development of psychiatric disorders. Similarly, early 
intervention in psychoses, addictions and dementia should 
enable a reduction in psychiatric and physical morbidity.
Conclusions
At the beginning of the second decade of the 21st century, 
new challenges are emerging which psychiatrists need to get 
to grips with. It is inevitable that some changes will occur 
at a faster speed than others. It is in the best interests of 
patients and society at large that psychiatrists and patients 
work together to deal with the challenges proffered by 
stigma, newer treatments and health promotion.
References
Bhugra, D. & Gupta, S. (2010) Patient expectations from psychiatrists. In 
Professionalism in Mental Healthcare: Experts, Expertise and Expecta-
tions (ed. D. Bhugra & A. Malik), pp. 92–100. Cambridge University 
Press.
Bhugra, D. & Gupta, S. (2011) Globalisation: internal borders and 
external boundaries. In Migration and Mental Health (ed. D. Bhugra & 
S. Gupta), pp. 56–67. Cambridge University Press.
Bhugra, D., Bhui, K. S. & Ram Gupta, K. (2008) Burnout and stress 
among doctors and dentists in North India. International Journal of 
Culture and Mental Health, 1, 24–29.
Evans-Lacko, S., London, J., Little, K., et al (2010) Evaluation of a brief 
anti-stigma campaign in Cambridge: do short-term campaigns work? 
BMC Public Health, 10, 339.
Gupta, S. & Bhugra, D. (2009) Globalization, economic factors and 
prevalence of psychiatric disorders. International Journal of Mental 
Health, 38, 53–65.
Mrazek, D. A. (2010) Psychiatric Pharmacogenomics. Oxford University 
Press.
International Psychiatry  Volume 8 Number 3 August 2011
76
Training in child and adolescent 
psychiatry in Europe
Sir: We write as the current and past chairs of the Child and Adolescent Psychiatry (CAP) working 
group of the European Federation of Psychiatric Trainees 
(EFPT) to highlight the work of our organisation. The 
EFPT is an indepen dent federation of psychiatric trainee 
 associations and a European forum for psychiatric trainees 
in all branches of psychiatry in Europe. It aims to facili-
tate the exchange of ideas, improve training and develop 
national trainee organisations for psychiatrists, and it 
brings to gether trainees in more than 32 countries.
Delegates meet at an international forum annually, and 
work on projects relating to psychiatric training through-
out the year. The EFPT acknowledges that CAP and adult 
psychiatry are two separate, though closely linked, special-
ties. We therefore recommend that a CAP trainee as well 
as a general psychiatry trainee attend each forum where 
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Elections to the International 
Narcotics Control Board
Congratulations to Professor Hamid Ghodse, who, on 2 
May 2011, was elected President of the Bureau of the Inter-
national Narcotics Control Board (INCB).
The Board also elected Raymond Yans as First Vice- 
President, Rajat Ray as Second Vice-President of the Board 
and Chairperson of the Standing Committee on Estimates, 
and Sri Suryawati as Rapporteur.
Twenty-one years of old age 
psychiatry 
It has been 21 years since old age psychiatry was recognised 
by the Department of Health as a specialty in its own right. 
Old age services were started in some parts of the UK as early 
as 1958. It received status as a Section of the Royal College 
of Psychiatrists in 1978 and as a Faculty in 1988. 
In order to combat the growing public health problem of 
substance misuse in older people, the Faculty, along with the 
Faculty of Addictions, has produced a document entitled Our 
Invisible Addicts. The report examines the nature and extent 
of the problem, and makes key recommendations for service 
delivery, staff training and public policy. It is available at 
http://www.rcpsych.ac.uk/files/pdfversion/CR165.pdf 
Volunteer project in Sudan 
In May and June 2011 seven volunteers from the Royal 
College of Psychiatrists travelled to Sudan for one or two 
weeks at a time to offer mental health training to family 
practitioners as part of a programme being run by the World 
Health Organization (WHO), the Federal Ministry of Health 
in Sudan and the Royal College of Psychiatrists. Training 
was based on the WHO mhGAP  materials and a report 
from the event will be published on the College’s website in 
due course (http://www.rcpsych.ac.uk/members/international 
 affairsunit.aspx).
New Special Interest Group 
In June 2011 the Volunteer and International Psychiatry 
Special Interest Group was formed. This new Special Interest 
Group hopes to promote volunteer work internationally and 
expand the population of people interested in this work. The 
Special Interest Group will also promote appropriate training 
materials for volunteers overseas and will have a fundraising 
role in order to support this goal. Members of the College 
can join this new Special Interest Group via the members 
area of the College website (http://www.rcpsych.ac.uk/
member.aspx) or by contacting the College’s Membership 
Office on 0207 235 2351 ext. 6280 or 6281. Non-College 
members wishing to join should email Dr Peter Hughes at 
dppmh@hotmail.com 
UN General Assembly on NCDs
The UN is holding a summit on non-communicable diseases 
(NCDs – cancers, cardiovascular diseases, chronic respira-
tory diseases and diabetes) in New York in September 2011. 
The aim of the summit is to agree on a global strategy to 
address NCDs. The omission of mental health conditions 
from the NCDs being considered has prompted a great deal 
of lobbying by non-governmental organisations and health 
associations. 
New Chair of the BMA
Congratulations to Baroness Professor Sheila Hollins, who 
has been elected as the new President of the British Medical 
Association. Baroness Hollins will succeed Sir Michael 
Marmot in 2012. 
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possible. A CAP working group meets at the EFPT annual 
forum to discuss issues of rele vance to CAP trainees, to facili-
tate the exchange of ideas and ex periences. The group also 
produces training recommendations. Existing recommenda-
tions are that a minimum of 5 years of postgraduate training 
is required, 4 of which should be pure CAP experience. The 
group recommends that CAP trainees should gain experience 
both within a broad range of age groups and across varying 
settings of care. It also recommends that for the remaining 
training period, trainees should have the opportunity to gain 
basic clinical experience in related specialties, including adult 
psychiatry and paediatrics.
The CAP working group at the EFPT forum 2009 recog-
nised the variation in training, and that we were in a good 
position as a representative body to collate this information. 
In many member countries, trainees experience difficulty 
accessing training. To learn more about this, we surveyed 
trainees to gain insights into current training (2009–10), 
recording training information for countries across our 
member ship. In 2010–11 this international survey was 
expanded significantly to cover all aspects of training in 
detail. To date, our surveys have demonstrated a number of 
disparities in a number of areas, including perceived training 
quality and structure, access to supervision, psychotherapy 
and research.
The aims of recording and sharing information on training 
are to improve international understanding of training in 
CAP, and to alert trainees and trainers to areas where further 
work is required to improve training. We are highlighting the 
results of these surveys by exchanging information with other 
psychiatry organisations such as the UEMS (European Union 
of Medical Specialties), ESCAP (European Society of Child 
and Adolescent Psychiatry) and EPA (European Psychiatric 
Association). The EFPT has long-standing links with these 
organisations, and we welcome increasing trainee involve-
ment in their structures.
The EFPT CAP working group intends to expand these 
initiatives, by annually recording information on training 
throughout Europe. Development of our training database 
is crucial to this. Thus we hope to add depth to current 
under standing of training in subsequent years through the 
goodwill of participating CAP trainees in Europe.
Meinou Simmons1 and Elizabeth Barrett2
1Cambridge, UK, EFPT CAP Secretary 2010–11, 
email meinou.simmons@gmail.com; 
2Dublin, Ireland, EFPT CAP Secretary 2009–10
A new child and adolescent 
mental health service in low-
income countries
Sir: Mental disorders of children and adolescents represent a key area of concern from demo-
graphic and epidemiological perspectives and in relation 
to the burden of disease (World Health Organization, 
2003). About 35–45% of the population in low-income 
countries are under the age of 18 years; among them 20% 
are suffering from a diagnosable mental illness (World 
Health Organization, 2000). We need to find a way to 
bridge the gap between need and service provision in 
these communities.
In low-income countries, children and adolescents are 
subject to a large diversity of conditions – poverty, mal-
nutrition, infectious diseases and illiteracy – which affect 
their physical and psychological well-being. Conversely, 
some factors tend to make people more resilient, such 
as a supportive traditional society, a high degree of co-
hesiveness within the family, a stable and supportive 
environment, affirm ative learning and teaching experiences, 
and parental authority. Low-income countries have a small 
number of psychiatrists and few child and adolescent psy-
chiatrists. To deal with this situation, we need to adopt 
a less  resource-driven model, one that involves ‘specialist 
workers’ more (parents, teachers, child health staff, general 
practitioners, social workers, counsellors, volun teers). The 
allied pro fessionals and the ‘potential workforce’ have to be 
trained. Active collabora tion between health, social and edu-
cational agencies and the active involvement of the private 
sector are required.  
A standard model for delivering a child and adoles-
cent mental health service (CAMHS) will consist of primary 
(primary health centres and community teams), secondary 
(general hospitals and clinics) and tertiary levels (specialist 
hospitals and clinics). At the primary level it will be  delivered 
to out-patients and the community through general 
 physicians, primary health workers, health counsellors, 
teachers, trained child mental health workers and trained 
parents. At the secondary level the care will be delivered to 
in-patients, the clients of specialist clinics, out-patients and 
community members through non-specialist and specialist 
services, such as trained general practitioners, paediatricians, 
neurolo gists, general psychiatrists, psychologists/behavioural 
scientists, social workers and so on, via clinic and outreach 
platforms. At the tertiary level the service will be delivered to 
in- patient, out-patient and specialist clinics through child and 
adoles cent psychiatrists and clinical psychologists, child and 
adolescent psychiatric social workers, and psychiatric nurses 
specialising in child and adolescent psychiatry.
For proper implementation we need short- and medium-
term training courses for postgraduate doctors, trainers and 
the ‘potential workforce’. Also, we need outreach facilities 
at primary health centres, as well as outreach clinics and 
specialist clinics at secondary and tertiary levels. Integration 
with the existing health service will be done by training the 
current workforce and by providing support from trained 
specialists. Outreach clinics will support local primary 
care physicians, but also the primary care physicians will 
refer patients to the secondary and tertiary centres. Multi-
disciplinary teams will be formed at secondary and tertiary 
levels that will perform specific duties and will coordinate 
with other members of the health service. 
Mohammad S. I. Mullick1 and Noor Ahmed  Giasuddin2 
1Professor of Child and Adolescent Psychiatry, and Chairman, Depart-
ment of Psychiatry, Bangabandhu Sheikh Mujib Medical University, 
Dhaka, Bangladesh, email msimullick@gmail.com; 2Assistant Professor, 
Department of Psychiatry, Faridpur Medical College, Faridpur, Bangladesh
World Health Organization (2000) The World Health Report 2000: 
Health Systems: Improving Performance. WHO.
World Health Organization (2003) Caring for Children and Adolescents 
with Mental Disorders: Setting WHO Directions. WHO. 
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